Maternal and Child Health
Services Title V Block Grant

California

Appendix to the
FY 2017 Application
FY 2015 Annual Report



Table of Contents

YT T< o Lo Dt A 2= =T =T o Lol YRR 3
ApPPendix 2 GlOSSArY Of ACTONYIMS .....viiiiiiiiieeeiiiee e ettt e e erte e e e ette e e eetaeeeeebaeeeestaeeeesbaeeeeasaseeaasseseeaassaseseansaeesaansesessanseeeesnnsens 8
Appendix 3 Organization Charts .......cciiei it ete e e e et e e e e et e e e e sbteeesebteeeeeseaeesasaaeesasaneesaseeeesanstanesanes 11
CDPH Maternal, Child and Adolescent Health DiVISION ..........uuviiiiiiiieciieeee ettt e e e e esbrare e e e e e e e e 11
DHCS Systems Of Care DiViSION ......ciiiiuiiiiiiieeeceiiee et ee e sttt e e sstte e e s stee e s ssabee e e ssabeeesssabeeeeesabeeeeesbeeeessseeesssnseneesnnsens 12
FAY oY1= oo [Pt B U] o I Tol oY o U PP PUPPUPPPNS 13
Appendix 5 Changes to the STate ACHION PIaN........couiiii ettt e e et e e e s e bae e e s s bae e e e snteeeesnraeeeenns 45
Domain: Women/IMaterNal HEAITN .....cc.eeeeeiieeieeeeeeeeeeeee ettt ettt ettt e e e e s e baae et eesssesessbaseeeeesssssssssaaseeeesssnnnnns 45
DomMain: PeriNatal/INfant HEAITN.......oove ettt ettt e e e et e et e e e s e s e baaeeeeeessasessrasseeeesssssasrassseeesssnnnnn 47
DOM@AiN: Child HEAITH ...ttt et e st e e et e e st e s bt e e s abeesbeeesabeesabeesanbeesabeeennneas 48
Domain: Children with Special Health Care Needs (CSHCN) ......ccceiiciiieiiie e etee ettt e tee e re e e raeeareesbaeesaee s 48
DomMain: AdOIESCENT HEAITN ...ttt ettt et e b e s bt e sate st e st e e b e e beennees 50
DOMaiN: CrosS-CULTING/LIFE COUISE ....uviiiuiiiitiieeiee ettt ettt ee e e et e e e tae e e beeeetaeeeabeeeteeesabeeebaeensreesbeeenneeas 50
Appendix 6 State ACHION PIan Tabl ......ooo it et e e et e e e e bt e e e e e bte e e s eabteeesebaaeesesaeeeeessseesaseneananes 54



Appendix 1 References

1. California Department of Finance and Economic Research Unit. California Statistical Abstract.
2009; 48th:[Available from: http://www.dof.ca.gov/html/fs_data/stat-
abs/documents/CaliforniaStatisticalAbstract2008.pdf Last accessed on May 12, 2012.

2. U. S. Census Bureau (2014) American Community Survey 3-Year Estimates, California 2014. .

3. California Department of Finance, Population Projections for California and Its Counties 2010-
2060. December 2014.

4. California Department of Finance, Race/Ethnic Population with Age and Sex Detail, 2000-
2050. July, 2007, CA Department of Finance: Sacramento, CA.

5. California First 5 California Children and Families Commission, Research Identifying Hard to
Reach Communities, California First 5 California Children and Families Commission:
Sacramento, CA.

6. U. S. Census Bureau, State and County Quick Facts, California. 2010.

7. Respaut, R .(2016, June 17) Califorina surpasses France as the world’s sixth largest
economy. Reuters. [Available from: http://www.reuters.com/article/us-california-economy-
IdUSKCNO0Z32K2 ) Last accessed on July 5, 2016.

8. U. S. Census Bureau, State and County Quick Facts, California. 2010, [cited 2014,
September]. 2014.

9. Legislative Analyst's Office, C., "2013 Cal Facts". January 2, 2013.

10.Ventura, S. J., Mathews, T. J., & Hamilton, B. E. (2001). Births to teenagers in the United
States, 1940-2000. Natl Vital Stat Rep, 49(10), 1-23.

11.Hoffman, S.D., Kids having kids: Economic costs and social consequences of teen pregnancy,
in . 2008, The Urban Institute Press.

12.Birth Statistical Master Files 2008.


http://www.dof.ca.gov/html/fs_data/stat-abs/documents/CaliforniaStatisticalAbstract2008.pdf
http://www.dof.ca.gov/html/fs_data/stat-abs/documents/CaliforniaStatisticalAbstract2008.pdf
http://www.reuters.com/article/us-california-economy-idUSKCN0Z32K2
http://www.reuters.com/article/us-california-economy-idUSKCN0Z32K2

13.Fortuny K., R.C., and R. Passel (March 2007) Unauthorized immigrants in California, Los
Angeles County, and the United States.

14.Passel, J.S. and D. Cohn (April 14, 2009) A Portrait of unauthorized immigrants in the United
States.

15.U. S. Census Bureau, Selected Social Characteristics in the United States: 2007-2009
American Community Survey 3-Year Estimates. 2009.

16. Hill, L.E. and H.P. Johnson (2011) Unauthorized Immigrants in California, Estimates for
Counties. .

17.Short, K. (2014). The Supplemental Poverty Measure: 2013 U.S. Census Bureau, P60-251,
Current Population Reports, Retrieved from
https://www.census.gov/content/dam/Census/library/publications/2014/demo/p60-251.pdf

18. California Department of Public Health. (2010). County Health Status Profiles 2010. Retrieved
from Sacramento, California: http://www.cdph.ca.gov/pubsforms/Pubs/OHIRProfiles2010.pdf

19.Bohn, S., M. Levin, and Public Policy Institute of CA. Child Poverty in CA. August 2013;
Available from: Available at http://www.ppic.org/main/publication show.asp?i=721.

20.Kidsdata.org. and CA Department of Education. Free/Reduced Price Meals Progarm &
CalWORKS Data Files Feb. 2012; Available from: Data Files
http://www.cde.ca.gov/ds/sh/cw/filesafdc.asp NCES Common Core of Data,
http://nces.ed.gov/ccd/bat/index.asp (Feb. 2012).Accessed on March 20, 2012.

21.Kolko, J. (January 2011 ) Just The Facts: The California Economy: Employment in 2010.

22.Beyers, M., Brown, J., Cho, S., Desautels, A., Gaska, K., Horsley, K., . . . Anderson, S. M.
(2008). Life and Death from Unnatural Causes : Health and Social Inequality in Alameda
County Retrieved from http://www.acphd.org/data-reports/reports-by-topic/social-and-health-
equity/life-and-death-from-unnatural-causes.aspx

23.Collins, S., et al. (2012) Insuring the Future: Current Trends in Health Coverage and the
Effects of Implementing the Affordable Care Act Findings from the Commonwealth Fund
Biennial Health Insurance Survey, 2012.

24.Pourat, N., Martinez, A. E., Jones, J. M., Gregory, K. D., Korst, L., & Kominski, G. F. (2013).
Costs of Gestational Hypertensive Disorders in California: Hypertension, Preeclampsia, and
Eclampsia Retrieved from


http://www.ppic.org/main/publication_show.asp?i=721
http://www.cde.ca.gov/ds/sh/cw/filesafdc.asp
http://nces.ed.gov/ccd/bat/index.asp

http://healthpolicy.ucla.edu/publications/Documents/PDF/gestationaldisordersreport-
oct2013.pdf

25.Gardner, A. (2012). Laying The Foundation For Health Care Reform: Local Initiatives to
Integrate The Health Care Safety Net Retrieved from
http://laborcenter.berkeley.edu/pdf/2012/foundation_health_care_reform.pdf

26. California Health Benefit Exchange, 2014 Covered California Data Book. March and April 2014
data. . 2014.

27.California Health Benefit Exchange, 2016, Covered California Finishes Open Enrollment
Strong with More Than 425,000 New Consumers and An Increase In Young Enrollees
2016(2/22/16). Retrieved from http://news.coveredca.com/2016/02/covered-california-finishes-

open.html

28.California Health Benefit Exchange, 2016, New Data Show How Covered California Spurs
Competition Among Health Insurance Companies. Retrieved from
http://news.coveredca.com/2016/02/new-data-show-how-covered-california.html

29.Masters, B. (2012). Monitoring the Impacts of the Affordable Care Act in California:
Stakeholder Input and Priorities Retrieved from
http://www.chcf.org/resources/download.aspx?id={667C5350-EEDA-4DED-A952-
7F230C55A61C}

30.Martinez ME, C. R. (2014). Health insurance coverage: Early release of estimates from the
National Health Interview Survey, January-June 2014. Retrieved December 2014
http://www.cdc.gov/nchs/nhis/ releases.htm

31.Taylor, M. and L.A.s. Office, 2013-2014 Budget: Analysis of the Health and Human Services
Budget. February 2013.retrieved fromhttp://www.lao.ca.gov/analysis/2013/ss/hhs/health-
human-services-022713.pdf

32.Let’s Get Healthy California Task Force Final Report. (2012). Retrieved from
http://www.chhs.ca.gov/ILGHC/___ Let%27s%20Get%20Healthy%20California%20Task%20Fo
rce%20Final%20Report.pdf

33.Academies, 1.0.M.0.T.N., The Future of the Public's Health in the 21st Century. 2002,
November 11.


http://news.coveredca.com/2016/02/covered-california-finishes-open.html
http://news.coveredca.com/2016/02/covered-california-finishes-open.html
http://news.coveredca.com/2016/02/new-data-show-how-covered-california.html
http://www.cdc.gov/nchs/nhis/

34.To Protect & Prevent: Rebuilding California's Public Health System. (2003). Retrieved from
http://www.lhc.ca.gov/studies/170/reportl70.pdf

35. CA Health Policy Forum. Understanding California's Public Health System, January 2007.
2007; Available from: Available from:
http://www.cahpf.org/GoDocUserFiles/208.CHI%20Brief%20California.pdf.

36. Official CA Legislative Information, GOVERNMENT CODE, SECTION 29300-29304

37.Legislative Analyst's Office (April 2012) Overview of Health Care Districts.

38.Taylor, M. and C.H. Foundation (April 2006) California’s health care districts. Retrieved from
http://www.chcf.org/resources/download.aspx?id={81E89302-D47A-4FEC-9BC7-
1109ECB80A9C}

39.Research and Analytic Studies Division. 2015, August. Medi- Cal’s Historic Growth: A 24-
Month Examination of How the Program has Changed since 2012. Medi-Cal Statistical Brief.
California Department of Health Care Services.

40.Medi-Cal Managed Care Enrollment Report - January 2015. Department of Health Care
Services
http://www.dhcs.ca.gov/dataandstats/reports/Documents/MMCD Enrollment_Reports/MMCEnrolIRpt]
an2015.pdf. Retrieved February 27, 2016.

41.Medi-Cal Eligibility Division Information Letter No.: | 15-25. 2015, August. Pregnancy Eligibility
Full-Scope Medi-Cal Coverage Expansion. http://www.dhcs.ca.gov/services/medi-
cal/eligibility/Documents/MEDIL2015/MEDIL15-25.pdf. Retrieved February 27, 2016.

42.Research and Analytic Studies Division. January 2016. Proportion of California Population
Certified Eligible for Medi-Cal By County and Age Group — September 2015. Medi-Cal
Statistical Brief. California Department of Health Care Services.

43.Health of Lesbian, Gay, Bisexual, and Transgender People: Building a Foundation for Better
Understanding. (2011). Retrieved from http://nap.edu/13128

44 esbian, Gay, Bisexual, and Transgender Health Overview. (April 21, 2016). Retrieved from

https://www.healthypeople.gov/2020/topics-objectives/topic/lesbian-gay-bisexual-and-
transgender-health

45.Lick, D. J., Durso, L. E., & Johnson, K. L. (2013). Minority Stress and Physical Health Among
Sexual Minorities. Perspect Psychol Sci, 8(5), 521-548. do0i:10.1177/1745691613497965

6


http://www.cahpf.org/GoDocUserFiles/208.CHI%20Brief%20California.pdf
http://www.dhcs.ca.gov/dataandstats/reports/Documents/MMCD_Enrollment_Reports/MMCEnrollRptJan2015.pdf
http://www.dhcs.ca.gov/dataandstats/reports/Documents/MMCD_Enrollment_Reports/MMCEnrollRptJan2015.pdf
http://www.dhcs.ca.gov/services/medi-cal/eligibility/Documents/MEDIL2015/MEDIL15-25.pdf
http://www.dhcs.ca.gov/services/medi-cal/eligibility/Documents/MEDIL2015/MEDIL15-25.pdf

46. When Health Care Isn’t Caring: Lambda Legal’s Survey of Discrimination Against LGBT
People and People with HIV. (2010). Retrieved from
http://www.lambdalegal.org/publications/when-health-care-isnt-caring

47.Cochran, S. D., Mays, V. M., & Sullivan, J. G. (2003). Prevalence of mental disorders,
psychological distress, and mental health services use among lesbian, gay, and bisexual
adults in the United States. J Consult Clin Psychol, 71(1), 53-61.

48.Health of Lesbian, Gay, Bisexual, and Transgender People: Building a Foundation for Better
Understanding. (2011). Retrieved from http://nap.edu/13128

49.Walters, M. L., Chen, J., & Breiding, M. J. (2013). The National Intimate Partner and Sexual
Violence Survey (NISVS): 2010 Findings on Victimization by Sexual Orientation Retrieved
from http://www.cdc.gov/violenceprevention/pdf/nisvs_sofindings.pdf

50.Quandt, S. A., Shoaf, J. I., Tapia, J., Hernandez-Pelletier, M., Clark, H. M., & Arcury, T. A.
(2006). Experiences of Latino immigrant families in North Carolina help explain elevated levels
of food insecurity and hunger. J Nutr, 136(10), 2638-2644.

51.Quandt, S. A., Arcury, T. A., Early, J., Tapia, J., & Davis, J. D. (2004). Household food security
among migrant and seasonal Latino farmworkers in North Carolina. Public Health Rep, 119(6),
568-576. doi:10.1016/j.phr.2004.09.006

52.1p, E. H., Saldana, S., Arcury, T. A., Grzywacz, J. G., Trejo, G., & Quandt, S. A. (2015).
Profiles of Food Security for US Farmworker Households and Factors Related to Dynamic of
Change. Am J Public Health, 105(10), e42-47. doi:10.2105/ajph.2015.302752



Appendix 2 Glossary of Acronyms

A AAP American Academy of Pediatrics
ACA Affordable Care Act of 2010
AFLP Adolescent Family Life Program
B BIH Black Infant Health
C CAMMIS California Medicaid Management Information System
CalMHSA | California Mental Health Services Authority
CA PREP | State of California Personal Responsibility Education Program
CCS California Children’s Services
CDAPP California Diabetes and Pregnancy Program
CDC Centers for Disease Control and Prevention
CDPH California Department of Public Health
CFH Center For Family Health
CHDP Child Health and Disability Prevention
CHVP California Home Visiting Program
CMQCC California Maternal Quality Care Collaborative
ColIN Collaborative Improvement and Innovation Network
CPQCC California Perinatal Quality Care Collaborative
CPSP Comprehensive Perinatal Services Program
CRAFFT Car, Relax, Alone, Family or Friends, Trouble
CRISS Children’s Regional Integrated Services System
CSHCN Children with Special Health Care Needs
CTCP California Tobacco Control Program
CYSHCN Children and Youth with Special Health Care Needs
D DC Developmental Centers
DDS Department of Developmental Services
DHCS Department of Health Care Services
DME durable medical equipment
DSS Department of Social Services
E EPSDT Early and Periodic Screening, Diagnosis and Treatment
ESM Evidence-based or- informed Strategy Measure
F FASD Fetal Alcohol Spectrum Disorder
FHOP Family Health Outcomes Project
FPL Federal Poverty Level
FQHC Federally Qualified Health Clinic
FTE Full-time equivalent
G GDSP Genetic Disease Screening Program
H HIV Human Immunodeficiency Virus

8




I&E Information and Education Program

ICPC Interconception Care Project of California
IPV Intimate Partner Violence

LA Los Angeles

LBW Low Birth weight (<2500 grams)

LHJ Local Health Jurisdiction

LARC Long-acting reversible contraceptives
MCAH Maternal, Child, and Adolescent Health
MCHB Maternal and Child Health Bureau (Federal Agency)
MHSA Mental Health Services Act

MMCD Medi-Cal Managed Care Division

MOD March of Dimes

MTP Medical Therapy Program

NGA National Governor’s Association

NICU Neonatal Intensive Care Unit

NOM National Outcome Measure

NPM National Performance Measure
NSCSHCN | National Survey of Children with Special Healthcare Needs
OHU Oral Health Unit

PHN Public Health Nurse

PHSP Preventive Health and Safety Protocol
PHCC Preconception Health Council of California
PHSP Preventive Health and Safety Practices
PICU Pediatric Intensive Care Unit

PPCW Pediatric Palliative Care Waiver

PYD Positive Youth Development

RFA Request for Application

RPPC Regional Perinatal Programs of California
RSAB Redesign Stakeholder Advisory Board
SAC Safe and Active Communities

SCCs Special Care Centers

SCD Systems of Care Division

SIDS Sudden Infant Death Syndrome

SMART Specific, Measureable, Achievable, Realistic and Time-based
SOW Scope of Work

SPM State Performance Measure

TA Technical Assistance




VLBW

Very Low Birth weight (<1500 grams)

WIC

Women, Infants, and Children Supplemental Nutrition Program
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Appendix 4 Public Input

Comment (Children Now — Oral Health):

We applaud the application’s recognition of oral health as a major factor in one’s
overall health under this domain (Goal 1: Increase Access to Oral Health, pages 79-
80). Generally, we believe the objectives for this goal must be bolder and higher
reaching — that is, much fewer uninsured Medi-Cal eligible women and children, and
much higher rates of children with a preventive dental visit (such as a 10 percentage
point increase or a 2020 target of 85.3%). The age range for these metrics should
also be expanded to include children beyond the 3-11 age range and to align with
CMS data reporting standards already used by DHCS.

Goal 1 will be strengthened by greater articulation and description of the specific
roles that CDPH will play, particularly in how local health jurisdictions will be
supported by CDPH, a description of the “limited dental services” some LHJs
provide to target populations, and how CDPH'’s strategies will contribute to an
increase in Denti-Cal enroliment and dental utilization. Additionally, CDPH should
express how it will ensure the appropriate staffing (e.g., oral health consultant,
associate, dentist, etc. beyond the Oral Health Unit and the State Dental Director)
to provide necessary support and guidance to LHJs in service of CDPH’s oral
health goals and strategies. To help with the efforts focused on oral health
promotion or disease prevention, we suggest exploring close partnerships with
other MCAH programs, including the Comprehensive Perinatal Services Program
(CPSP), Black Infant Health Program (BIH), and the California Home Visiting
Program (CHVP).

Response to (Children Now — Oral Health):

Thank you for your comments and suggestions. We have revised the draft version of
the Title V application and report to reflect the age range and goals stated in the State
Oral Health Plan.

We recognize the importance of oral health for all people, especially children and
pregnant women, and are committed to improving access, addressing barriers, and
increasing utilization of oral health services for our population. The California
Department of Public Health (CDPH), Maternal, Child and Adolescent Health Program
is partnering with CDPH’s Oral Health Program to implement the State Oral Health
Plan. For more information, please review this brief presentation
(http://www.cdph.ca.gov/programs/mcah/Documents/MCAHStatewide.Kumar.Oral
Health.2016.pdf) of the State Oral Health Plan that includes an overview, data, a
framework for public health action, and proposed strategies.

Comment from (Children’s Partnership — Oral Health)

Integration: We would like to add that oral health should be integrated into all
maternal and child health activities to fully leverage both efforts.

California Home Visiting Program: We recommend including mention of the role
oral health plays in home visiting programs and identify where the Title V plan
intersects with the forthcoming State Oral Health Plan to benefit both efforts.
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Needs Assessment: As a part of the Title V Needs Assessment, it would be helpful
to include a needs assessment of the oral health needs of children and pregnant
women and to make sure that the needs assessment and subsequent process and
outcomes metrics are aligned with the objectives of the State Oral Health Plan.
Alignment of age range: The age range and all other objectives under Title V should
be changed to be in alignment with the objectives of the State Oral Health Plan.
‘SMART OBJECTIVE: By June 30, 2020, increase the rate of children 3-11 years with
a dental visit in the last year from 75.3 percent 2011/12) to 79.1.”

Response for (Children’s Partnership — Oral Health):

Thank you for your comments. The organization of the Title V may inadvertently give
the impression that MCAH activities are more disjointed than they are. While oral
health is mentioned in several domains, it is a focus for the entire MCAH population.
Activities such as messaging and referrals for service are provided for women before,
during and after pregnancy, infants at birth (starting with feeding), children, and
adolescents.

Among the many MCAH programs that have a strong oral health component is the
California Home Visiting Program (CHVP). Because the CHVP is not a Title V funded
program, a full description of its program features is not detailed in the report and
application, however the Health Reform section of the report details the collaborative
efforts in place with CHVP to address disparities in insurance coverage and access.

The Title V Needs Assessment was conducted during a time of transition when the
Oral Health Director had not yet been hired and the MCAH Oral Health Consultant
had recently retired. Because of limited expertise, it is not featured as prominently as
we would like. With the recent addition of these positions, MCAH oral health efforts
are in alignment with the State Oral Health Plan and a plan is in place to assess and
address ongoing and emerging needs as they arise.

With the increased emphasis on early dental visits, this objective has been aligned
with the national performance measure - By June 30, 2020, increase the rate of
children ages 1-17 years who received a preventive dental visit in the last year from
75.3 percent (2011/12) to 79.1 percent. The baseline percent figure will remain the
same because it was for the 1-17 year old group. Because the baseline is from 2011,
Plan, a 10% improvement will be applied to align with the State Oral Health Plan.

Comment (The Children’s Specialty Care Coalition —Perinatal Objective):

The California Association of Neonatologists is one of our members and recommends
the addition of another perinatal and infant mortality objective to increase perinatal
diagnosis and referrals to complex care centers before birth.

Response to (The Children’s Specialty Care Coalition —Perinatal Objective):
MCAH will consider additional objectives in the next application year and are working
with our stakeholders regarding these complex care issues. Additionally, MCAH
currently tracks maternal risk assessment and levels of care. The Title V Application
and Report include our activities toward specific goals selected from a limited menu
offered by our federal funder, with an understanding that MCAH will track additional

14



relevant measures as part of routine public health surveillance. Identified within the
application are the high priority goals, activities and measures; these are not the only
measures MCAH will track during the five-year period.

Comment (Office of Health Equity - Intimate Partner Violence):

Domain Women/Maternal Health; Priority 1: | am particularly pleased with the
inclusion of an objective around IPV and increasing the ability of local programs to
address IPV. Violence is a key determinant of health and wellness; an increased
focus on violence will support women and their children.

Response (Office of Health Equity -Intimate Partner Violence):

Thank you for comment. We value all voices! MCAH and partners are excited to take
on this critical and important objective. For the last couple years, MCAH programs
have been addressing violence in different forms through collaborations, health
promotion and education activities, and trainings. However, there was not been a
concerted effort within MCAH to provide programmatic framework approach to our
programs. In 2014, the MCAH'’s Title V needs assessment stakeholder survey ranked
domestic violence 6th as a maternal/ women’s health emerging issues or unmet need,
and violence was identified as the 7th most frequently reported problem.

The objective will provide local health jurisdictions and MCAH programs evidence-
based guidance as to how to adopt a IPV Protocol, with the ultimate goal of
decreasing IPV as outlined in MCAH’s Title V Application.

Addressing IPV will also contribute to achieving the Governor’s Let's Get Healthy
California goal of “Creating Healthy Communities: Enabling Healthy Living”. A leading
indicator under this goal is to increase the percent of adults who report they feel safe.
Reducing the public health burden of victimization is one of several factors that
contribute to an atmosphere of living in a safe environment.

Comment (Office of Health Equity — Youth Resiliency):

Goal 2: Build Youth Resiliency and Coping Skills. Though | understand a shift to focus
on bullying I’'m concerned about eliminating an indicator around school enrollment.
Educational attainment is a key determinant of health outcomes and MCAH programs
should support families in attending school.

In addition, this may be planned, but is not explicit in the document - it would be useful
to connect with the Department of Education around anti-bullying efforts.

Response to (Office of Health Equity — Youth Resiliency):

Thank you for your comment. MCAH was required to identify one of the national
performance measures in the adolescent health domain. Among the options, reducing
bullying was the best fit across all MCAH adolescent health programs. Though it is not
included as a Title V indicator, educational attainment as a key social determinant of
health remains a high priority for the Adolescent Family Life Program.
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Though an exhaustive list of stakeholders was not included in the Action Plan, MCAH
will connect with key stakeholders, including our state partners at the Department of
Education, around anti-bullying efforts.

Comment (Office of Health Equity — Food Security):

| was really pleased to see the section on the drought and food security. These are
key issues for many Californians and | look forward to seeing any actions MCAH is
able to take in this area.

Response to (Office of Health Equity — Food Security and Drought):

Thank you for your comment. Food Security is an important issue to the CDPH and
the MCAH Division. MCAH addresses community health and wellness issues (i.e.,
food security) from a Social Determinants of Health and life course perspective. We
strive to ensure access and consumption of sustainable forms of nutritious foods to
promote optimum health and infant growth before, during and after pregnancy. MCAH
routinely monitors food security status among pregnant women through the annual
Maternal and Infant Health Assessment (MIHA) Survey. MIHA surveillance tables are
available at: www.cdph.ca.gov/miha.

Our CPSP, AFLP, BIH and Home Visiting Programs ask clients about their food
security status and makes a point of referring eligible clients to the WIC Program
and the CalFresh Program, federally known as the Supplemental Nutrition
Assistance Program (SNAP). Examples of resources provided include the CPSP
Steps to Take handouts You Can Stretch Your Dollars: Choose These Easy Meals
and Snacks (E &S) and You Can Buy Healthy Food on a Budget (E &S). Focusing
on our new parents and babies, MCAH has a dedicated workgroup addressing
“Lactation Accommodation of the Low Wage Worker,” especially considering
mothers working in agriculture.

As California mounts an evolving plan to address the drought, our understanding of
the immediate impact of the drought expands. While there is clear link between
drought and the food supply, public health is preparing for the impact of more extreme
climatic conditions that may accompany climate change on health and well-being
throughout the state. These extreme events (e.g. flooding, extreme heat, extreme
cold) disrupt the physical, biological, and ecological systems. Consequences such as
fire, flooding, air pollution, and vector breeding may lead to an increased risk of illness
or injury, chronic conditions such as asthma, respiratory conditions and cardiovascular
disease, and facilitate the spread of vector born disease such as Lyme, Dengue, West
Nile and Zika. MCAH will continue to partner with emergency preparedness
colleagues to forecast vulnerabilities for pregnant women and children and develop
risk abatement and preventive strategies.

Comment (Office of Health Equity - Poverty and Housing):

II. State Overview: | appreciate the inclusion of poverty and housing. These are key
social determinants of health and having a discussion about these in the MCH
Services Report show a full understanding of their importance.

Response to (Office of Health Equity - Poverty and Housing):
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Thank you for your comment. While we acknowledge that we cannot directly impact
all of the social determinants of health, we prominently articulate our life course
framework as the foundation to all of our work. This framing helps us understand the
context of our work and participate in collaborative efforts, pilot projects, and
evidence-informed models that address systems and environmental influences of
health for MCAH populations.

Comment (Office of Health Equity — Social Service Utilization):

CA Priority Area 7: Increase access and utilization of health and social services.
Though the priority includes “social” services, the National Performance Measure only
looks at health insurance. Given the importance of the social determinants of health
on outcomes, it would be interesting to identify a measure that also looks at access to
other services (e.g., housing, child care subsidies, etc.).

Response to (Office of Health Equity — Social Service Utilization):

Thank you for your comment. As part of the MCAH Scope of Work, LHJs track
referrals to ancillary services beyond Medi-Cal/Dent-Cal and Covered California;
however, National Performance Measures are decided by the federal Maternal and
Child Health Bureau (MCHB). MCHB has acknowledged that the SMART objectives
developed by states may map to additional outcomes that are not captured in the list
of available National Performance Measures. Housing and counseling/support
referrals are among the additional services tracked.

Comment (Lucile Packard Foundation for Children’s Health - Mental
Health/Substance Use):

Increase Screening and Referral for Mental Health and Substance Use Services: This
section of the application is notably weak in failing to outline specific mental health
promotion programs for children and youth, maternal depression screening, and early
identification of serious emotional disorders of adolescents and young adults.

Response for (Lucile Packard Foundation for Children’s Health - Mental
Health/Substance Use):

Thank you for your comments. The strategies listed in the Action Plan table are
intended to contain a general guide to the activities that MCAH will perform each year.
On pages 59-60 and 62 a more detailed synopsis of the activities from 2014-2015 and
plans for 2016-2017 are provided. Therein is a description of specific mental health
promotion activities, maternal depression screening, early identification, and
substance use screening and treatment.

Comment (Children Now — Health Insurance):

We strongly endorse Goal 4 to Increase the Rates of Women, Children, and
Adolescents who have Health Insurance (page 81). In fact, we highly recommend that
CDPH consider a more aggressive 2020 target for the percent of children with health
insurance, given DHCS’ implementation of the SB 75 Medi-Cal expansion for
undocumented children that went into effect on May 16, 2016. We also suggest
articulating strategies, activities, and tools that LHJs can employ to connect children
and families with coverage, such as the resources at the health4allkids.org website.
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Response to (Children Now — Health Insurance):

Thank you for your feedback and suggestion. Given the changing healthcare
environment, including the potential impact of the implementation of SB 75, which
allows full scope Medi-Cal for all children, we will look into re-calibrating our target as
part of our mid-course review, should we meet or exceed our objective before 2020.

We are developing guidelines to assist local health jurisdictions (LHJs) to adopt
protocols, tailored to their local needs, to assist all clients in MCAH Programs or
touched by the health department, to enroll in Medi-Cal, Covered California, or other
health insurance, link clients to a provider and ensure they complete a preventive visit.
Also, as part of the local Maternal, Child and Adolescent Health Scope of Work, all 61
LHJs are required to implement activities to increase access and utilization of health
and social services, as resources allow. This includes addressing the social
determinants of health and barriers to accessing preventive, medical, dental, and
mental health services.

Comment (Lucile Packard Foundation for Children’s Health — Physical Activity):
Increase Physical Activity within the MCAH Population: This section highlights the
commitment to information sharing about physical activity, especially the use of a
website containing resources. It is useful to remember that a website is not an
intervention.

Response to (Lucile Packard Foundation for Children’s Health — Physical
Activity):

Thank you for your comment. We recognize that a website is not an intervention and
recognize that its inclusion in the strategies could be misleading. The website serves
as a resource platform for the dissemination of interventions (e.g. promising practices
and evidence-informed strategies) for health professionals to address nutrition and
physical activity.

Comment (Lucile Packard Foundation for Children’s Health — Access):

Increase Access to High Quality Care (P.64): The application presents a goal of
improving access to specialists; hopefully the intention is to increase access to
pediatric subspecialists. It is not clear why a goal of 90% was chosen, as 100% would
be a more appropriate goal. The data on which this goal is based is from family
report. This should be supplemented by analyses of administrative data. In addition,
though access to subspecialists is good proxy indicator of high quality care, it is not a
direct or complete measure and thus is not sufficient on its own

Response for (Lucile Packard Foundation for Children’s Health — Access):
DHCS is measuring access to pediatric sub-specialists as part of our new state
performance measure.

Comment (Children’s Regional Integrated Service System - Access to Special
Care Centers):

Page 23: Linkage of State Selected Priorities with National Performance and Outcome
Measures
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We think that, important as a medical home is for CSHCN, the truly critical element to
measure is easy access to appropriate and timely pediatric subspecialty care. We
recommend that DHCS measure access to Special Care Centers and implement
other indicators of access to subspecialty care.

CRISS comments: Future surveys of CCS families and providers to assess
satisfaction with systems changes should be compared to FHOP surveys conducted
for the 2015 Title V Needs Assessment

Response for (Children’s Regional Integrated Service System - Access to
Special Care Centers ):
Agree. Access to subspecialists/special care centers is a new state performance.

Comment (Children’s Regional Integrated Service System - Advisory Group):
“By June 30, 2020, increase the children enrolled in the California Children’s Services
(CCS) who receive primary and specialty care through a single system of care by
20%.”

1. Through the CCS Advisory Group stakeholder process, refine the selected whole
child approach to optimize access to qualified providers.

CRISS comments: As noted in comments below, the whole child model was chosen
by DHCS, not the CCS Advisory Group. Many Advisory Group members continue to
have concerns about the DHCS proposal

Response for (Children’s Regional Integrated Service System - Advisory
Group):
The model was chosen through the CCS advisory stakeholder engagement process.

Comment (Epilepsy California - CCS provider standards):

While we have not had enough time to adequately evaluate the draft application, we
have identified a concern related to the Department’s proposal to review the criteria
for providers to be CCS-paneled in order to increase the number of CCS providers.
We are concerned this could lead to changes that destabilize access to the regional
network of CCS doctors, clinics and hospitals that serve children with special health
care needs. The Department should provide more justification publicly for why such a
change to these standards is necessary. CCS provides critically needed care to
children with special health care needs, and it is not reasonable to propose changes
to it as part of the Title V grant without more data, discussion and analysis.

Response for (Epilepsy California - CCS provider standards):

Priority 5, SMART Objective 1, Strategy number 3 has been removed from the
application. DHCS will explore strategies to increase access to CCS- paneled
providers.

Comment (California Chronic Care Coalition -CCS provider standards):
Provider Standards: On Page 36 under “Priority 5,” the Department states a goal to
increase access to CCS-paneled providers to ensure timely access to a qualified
provider. While we share a commitment to timely and high quality care for children,
the available data do not seem to provide information about the actual barriers for

19



CCS families who reported difficulty accessing a qualified specialist. We believe it is
premature to propose revising the standards for paneling CCS providers without
further knowledge about the challenges families are facing. This strategy should
include additional studies into wait times and other access problems to better
determine any recommendations on revising provider standards. The current CCS
provider standards are intentionally high to ensure that children with complex medical
conditions have access to the most qualified pediatric specialists for their condition(s),
and that quality should not be compromised under any circumstances. Is the
proposed outcome of ensuring a medical home the right measure to assess access to
high quality specialists?

Response for (California Chronic Care Coalition —CCS Provider Standards):
Priority 5, SMART Obijective 1, Strategy number 3 has been removed from the
application. DHCS will explore strategies to increase access to CCS- paneled
providers

Comment (Children’s Regional Integrated Service System - CCS provider
standards):

By June 30, 2020, increase the percent of CCS families reporting that their child
always saw a specialist when needed from 72% to 90%, based on CCS/FHOP
survey.

1. With CCS AG, explore strategies to increase access to CCS-paneled providers,
with focus on rural areas, including streamlining process and developing reports of
shortage areas.

CRISS comments: What process is DHCS proposing to streamline?

Response for (Children’s Regional Integrated Service System - CCS provider
standards):

DHCS is committed to maintaining access to subspecialists. Priority 5, SMART
objective 1, Strategy number 1 will be modified to remove language relative to
streamlining the process.

Comment (California Chronic Care Coalition - CCS provider standards):
PROPOSAL TO CHANGE CRITERIA FOR CCS-PANELED PROVIDERS. While we
have not had enough time to adequately evaluate the draft application, we have more
data, discussion and analysis. identified a concern related to the Department’s
proposal to review the criteria for providers to be CCS-paneled in order to increase
the number of CCS providers. We are concerned this could lead to changes that
destabilize access to the regional network of CCS doctors, clinics and hospitals that
serve children with special health care needs. The Department should provide more
justification publicly for why such a change to these standards is necessary. CCS
provides critically needed care to children with special health care needs, and it is not
reasonable to propose changes to it as part of the Title V grant without more data,
discussion and analysis.

Response for (California Chronic Care Coalition - CCS provider standards):
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Priority 5, SMART Obijective 1, Strategy number 3 has been removed from the
application. DHCS will explore strategies to increase access to CCS- paneled
providers.

Comment (California Children’s Hospital Association - CCS provider
standards):

CCS clinical standards form the core of the program and are one of the reasons for its
success. As such, we think it is extremely premature to propose revising the
standards for paneling CCS providers without further analysis into where access
problems with paneled providers are. We would recommend that this strategy be
eliminated or revised to incorporate the need for more analysis into wait times and
other indications of access problems in particular specialty areas that could inform
further recommendations in this area. Finally, with respect to this measure, we believe
that the outcome measure proposed by the Department is inadequate to evaluate
whether the Department’s proposed strategies achieved the objective. The
appropriate measure should be whether timely access to a CCS specialist improved,
not whether the child had a medical home. not only those children who receive
services through CCS. These same providers that see CCS.

Response for (California Children’s Hospital Association - CCS provider
standards):

Priority 5, SMART Objective 1, Strategy number 3 has been removed from the
application. DHCS will explore strategies to increase access to CCS- paneled
providers.

DHCS agrees with the recommendation that timely access to CCS sub specialists
should be measured. DHCS will be measuring timely access to subspecialist care in
the coming year.

Comment (California Children’s Hospital Association - CCS provider
standards):

The CCS program has developed rigorous clinical standards that providers must meet
in order to treat children with CCS conditions. The standards ensure that these
children obtain care from experienced providers with appropriate pediatric-specific
expertise. For example, the program requires that cardiac surgery on neonates can
only be performed by an appropriately credentialed, board certified pediatric cardiac
surgeon. Similarly, the program requires that a pulmonary special care center must
include a social worker and a dietician, to help address the psycho-social and dietary
needs of patients with cystic fibrosis. The standards put in place by the CCS Program
benefit patients also treat privately insured patientPriority 5, SMART Objective 1,
Strategy number 3 has been removed from the application. DHCS will explore
strategies to increase access to CCS- paneled providers.

DHCS agrees with the recommendation that timely access to CCS sub specialists
should be measured. DHCS will be measuring timely access to subspecialist care in
the coming years. Thus, the high quality of care that is fostered and maintained by the
CCS program benefits all California children with special health care needs.
Moreover, research indicates that the types of standards adopted by the CCS
program can have real world implications for improving health outcomes. For
example, last year the American Journal of Cardiology published a longitudinal study
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of regionalized pediatric specialty care and pediatric cardiac heart disease in
California. The study concludes that over three decades, the use of the regionalized
pediatric network of specialty providers — the same providers who are approved by the
CCS program — increased while pediatric mortality from cardiac heart disease
decreased. Research like this supports our view that CCS’s credentialing and
program standards must be maintained under any transition to managed care.

Response for (California Children’s Hospital Association - CCS provider
standards):

Priority 5, SMART Objective 1, Strategy number 3 has been removed from the
application. DHCS will explore strategies to increase access to CCS- paneled
providers.

Comment (California Children’s Hospital Association - CCS provider
standards):

Department’s Proposal to Revise CCS Credentialing Standards Not Supported by
Data. We are concerned about the Department’s proposal to review the criteria for
credentialing CCS providers. Specifically, on page 36 of the draft application, the
Department states an objective to, “By June 30, 2020, increase the percent of CCS
families reporting that their child always saw a specialist when needed from 72% to
90%, based on CCS/FHOP survey.” One strategy the Department proposes to help
achieve this objective is to “Review the criteria for providers to be CCS-paneled with
the goal of increasing numbers of paneled providers while maintaining quality
standards.” We believe that this strategy is not supported by the data. The FHOP
survey it references does not actually provide any information about what the current
barriers are for the 28 percent of CCS families who reported that they could not
always access a qualified specialist timely. That is, while the FHOP survey found that
72 percent of families reported that their child could always obtain access to specialty
care when needed (and another 15 percent stated that they could “usually” obtain
access to such care), the survey provides little insight into where the problems in
accessing specialty care are, whether they originate with the CCS referral, utilization
review process, provider’s office, or elsewhere. The data does not support the notion
that credentialing criteria are a barrier to accessing needed care.

Response for (California Children’s Hospital Association - CCS provider
standards):

Priority 5, SMART Obijective 1, Strategy number 3 has been removed from the
application. DHCS will explore strategies to increase access to CCS- paneled
providers.

Comment (Children’s Regional Integrated Service System - CCS provider
standards):

Percent of children with special health care needs (CSHCN) receiving care in a well-
functioning system

CRISS comments: We would like to see details on how DHCS would define and
measure this
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Response for (Children’s Regional Integrated Service System - CCS provider
standards):

“Percent of CSHCN receiving care in a well-functioning system” is a National
Outcome Measure and DHCS cannot change the language.

DHCS currently reports access to sub specialty care as well as access to medical
homes.

Comment (American Nurses Association - CCS provider standards):

The Department should provide more justification publicly for why such a change to
these standards is necessary. CCS provides critically needed care to children with
special health care needs, and it is not reasonable to propose changes to it as part of
the Title V grant without more data, discussion and analysis.

Response for (American Nurses Association - CCS provider standards):
Priority 5, SMART Obijective 1, Strategy number 3 has been removed from the
application. DHCS will explore strategies to increase access to CCS- paneled
providers.

Comment (American Nurses Association - CCS provider standards):

We have identified a concern related to the Department’s proposal to review the
criteria for providers to be CCS-paneled in order to increase the number of CCS
providers. We are concerned this could lead to changes that destabilize access to the
regional network of CCS doctors, clinics and hospitals that serve children with special
health care needs.

Response for (American Nurses Association - CCS provider standards):
Priority 5, SMART Obijective 1, Strategy number 3 has been removed from the
application. DHCS will explore strategies to increase access to CCS- paneled
providers.

Comment (Down Syndrome Information Alliance - CCS provider standards):
We are concerned this could lead to changes that destabilize access to the regional
network of CCS doctors, clinics and hospitals that serve children with special health
care needs. The Department should provide more justification publicly for why such a
change to these standards is necessary. CCS provides critically needed care to
children with special health care needs, and it is not reasonable to propose changes
to it as part of the Title V grant without more data, discussion and analysis.

Response for (Down Syndrome Information Alliance - CCS provider standards):
Priority 5, SMART Objective 1, Strategy number 3 has been removed from the
application. DHCS will explore strategies to increase access to CCS- paneled
providers.

Comment (California Academy of PAs (CAPA) - CCS provider standards):
We are pleased the state action plan recognizes the need to review criteria for CCS-
paneled providers and submit that inclusion of PAs as paneled providers, who
practice in a team environment with a CCS paneled physician and surgeon, would be
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consistent with the state action plan priorities and, in fact, serve to help meet the
aforementioned state priorities.

Response for (California Academy of PAs (CAPA) - CCS provider standards):
Priority 5, SMART Obijective 1, Strategy number 3 has been removed from the
application. DHCS will explore strategies to increase access to CCS- paneled
providers.

Comment (Children’s Regional Integrated Service System - CCS provider
standards):

2. Based on the findings of the Title V needs assessment, define issues associated
with non-patrticipation in CCS of durable medical equipment, pharmacy, home health
and behavioral health providers, and explore methods to increase their participation in
CCs.

3. Review the criteria for providers to be CCS-paneled with the goal of increasing
numbers of paneled providers while maintaining quality standards.

CRISS comments: What leads DHCS to think that provider paneling criteria present a
major access barrier? Numerous research papers suggest the role of other barriers
such as extremely low Medi-Cal rates and payment delays, compounded by
geographic barriers in rural areas, as well as the general inadequacy of the pediatric
subspecialty workforce for all children, regardless of insurance status. None of those
papers suggests changing provider paneling criteria as a solution; in fact, some
explicitly cite the importance of CCS program standards in creating and maintaining
the state’s pediatric system of care. We strongly recommend against any strategies
that would reduce CCS quality standards and instead urge DHCS to look at other
drivers in access barriers, including reimbursement rates.

Response for (Children’s Regional Integrated Service System - CCS provider
standards):

Priority 5, SMART Objective 1, Strategy number 3 has been removed from the
application. DHCS will explore strategies to increase access to CCS- paneled
providers.

Comment (The Children’s Specialty Care Coalition - CCS provider standards
(Telehealth)):

Priority 5 (page 36), “Increase the access to CCS paneled providers such that each
child has timely access to medically necessary care by a qualified provider.” The third
proposed strategy for this objective, “review the criteria for providers to be CCS
paneled,” is particularly concerning. The current CCS paneling criteria ensures that
CCS eligible children obtain care from experienced providers with appropriate
pediatric-specific expertise. Research has demonstrated that access to pediatric
subspecialty care is associated with higher quality of care, improved outcomes and
reduced costs, compared to care given by adult specialists. The CCS paneling
standards should not be diminished. Instead, we urge the Department to focus on
recruitment and retention strategies, as well as wider utilization of telehealth as noted
in the action plan. Careful consideration should be given to reasons for lack of
provider participation, and the inadequacy of the pediatric subspecialty workforce in
California.
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Strategies that could be employed include loan repayment programs and medical
school incentives for pediatric sub-specialization, evaluation of reimbursement rates,
which have been historically low in California, and better utilization of physician
extenders within the medical health team. An additional strategy to increase access to
specialists is improved alignment and communication between primary care providers
and specialists. Electronic referrals from primary physicians to specialty physicians,
with the use of appropriate care guidelines, would greatly improve access and
efficiency. E-referrals would help cut down on unnecessary referrals to specialists and
will create efficiencies because pre-screening will already be done, resulting in
patients arriving with test results, x-rays and laboratory work-up already
completed.Additionally, we are very supportive of the increased use of telehealth to
improve timely access to qualified providers and are pleased to see that as the
second SMART Objective under Domain 5. In rural areas of the state, patients often
must drive several hours to access a CCS provider. We see the utilization of modern
technology as a critical means of increasing access. CSCC has learned that efforts
led by, The Children’s Health Partnership, are underway to work in collaboration with
DHCS to identify issues related to current billing codes for telehealth for CCS.

Response for (The Children’s Specialty Care Coalition - CCS provider standards
(Telehealth)):

Priority 5, SMART Obijective 1, Strategy number 3 has been removed from the
application. DHCS will explore strategies to increase access to CCS- paneled
providers.

Comment (Children’s Regional Integrated Service System - CCS provider
standards (Telehealth)):

Page 64: Goal 4: Increase Access to High Quality Care

SMART OBJECTIVE: By June 30, 2020, increase the rate of CCS families reporting
that their child always saw a specialist when needed from 72% to 90% based on the
CCS/FHORP survey.

CRISS comments: As discussed in an earlier comment, we are concerned if DHCS
believes that CCS provider paneling criteria present a major barrier in children’s
access to appropriate specialty care. As we noted earlier, research papers concerning
access to pediatric specialty care in California report the role of other barriers such as
extremely low Medi-Cal rates and payment delays, compounded by geographic
barriers in rural areas. Research also confirms the general inadequacy of the pediatric
subspecialty workforce for all children, regardless of insurance status. None of the
papers suggests changing provider paneling criteria as a solution; in fact, some
explicitly cite the importance of CCS program standards in creating and maintaining
the state’s pediatric system of care. We strongly recommend against any strategies
that would reduce CCS quality standards and instead urge DHCS to look at other
drivers in access barriers, including reimbursement rates.

Response for (Children’s Regional Integrated Service System - CCS provider
standards (Telehealth)):

Priority 5, SMART Objective 1, Strategy number 3 has been removed from the
application. DHCS will explore strategies to increase access to CCS- paneled
providers.
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Comment (Lucile Packard Foundation for Children's Health - Child Health and
Disability Prevention Program):

Child Health and Disability Prevention Program (P.66): CHDP is superficially
described without the provision of data on its operation or plans for its future work.
The latter is of special note as California has expanded Medi-Cal to cover
undocumented children which ought to substantially impact the CHDP program.

Response for (Lucile Packard Foundation for Children's Health - Child Health
and Disability Prevention Program):
Thank you for your feedback.

Comment (Language Speech and Hearing Specialist -early intervention
services):

Thank you for the focus on children and youth, especially children with special health
care needs. | am a mom with young children. | am also a speech therapist working
with young children, in particular children from low socio-economic backgrounds. In
this capacity, | see the impact of lack of language and literature exposure from birth to
3 years. | would be wonderful if you could connect with Early Intervention Services
(e.g., Alta, etc.) and work to increase parent education how to talk, play, and read with
their children.

Response to (Language Speech and Hearing Specialist -early intervention
services):

Thank you for your feedback and suggestion. We plan to offer a training to local
MCAH program staff in Fall 2016 on the State of California, Department of
Developmental Services, Early Start Program
(http://www.dds.ca.gov/earlystart/index.cfm) which will include information on the role
of Regional Centers. We also provide technical assistance to our local health
jurisdictions (LHJs) to utilize the Birth to 5:Watch Me Thrive!
(http://www.acf.hhs.gov/programs/ecd/child-health-development/watch-me-thrive)
materials in their programs. Birth to 5: Watch Me Thrive! encourages healthy child
development, promotes developmental and behavioral screening for all children and
support for families and providers who care for children and youth with special health
care needs. MCAH supports our partner, First 5 California’s, statewide media
campaign Talk, Read, Sing (http://www first5california.com/) that encourage parents
and caregivers to talk, read, play and sing to their babies and toddlers to stimulate
brain growth and development.

Comment (Children Now — Developmental Screening):

We strongly commend CDPH for focusing on Goal 1: Provide Developmental
Screening for All Children, and we are pleased to continue to support MCAH towards
this goal — most recently on a May 18, 2016 conference call with the Maternal, Child,
and Adolescent Health Directors on the topic of developmental screenings data and
billing. Children Now particularly appreciates being recognized as a collaborator with
MCAH, and we look forward to working closely with MCAH staff and LHJs around low-
cost activities and partnerships related to developmental screenings for very young
children
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Response to (Children Now — Developmental Screening):

Thank you for your comment. We look forward to continuing our relationship,
improving our knowledge of evidence based or informed activities that promote
developmental screening, referral and linkages to early intervention services for all
children and providing technical assistance to local health jurisdictions (LHJs) to make
progress towards this goal.

Comment (Lucille Packard Foundation for Children’s Health - Developmental
Screening):

Fourteen years ago California participated in a multi-state learning collaborative to
increase developmental screening, with pilot programs in Alameda County and the
Inland Empire. The current proposed goal to “Provide Developmental Screening for All
Children” to achieve a proposed 1% increase in screening rates from 28.5% to 29.5%
evidences a longstanding and continuing lack of commitment on the part of the state
to increase identification of children with developmental problems. The proposed
activities are a potpourri of uncoordinated approaches all of which have been tried
previously and none of which are likely, in their current form, to substantially improve
early identification and access to intervention services. Particularly troubling is the
lack of partnerships with health plans and child health care providers upon whose
actions developmental screening depends.

Response to (Lucille Packard Foundation for Children’s Health - Developmental
Screening):

Thank you for your comments and suggestions. California Department of Public
Health, Maternal, Child and Adolescent Health (CDPH MCAH) Program has multiple,
competing priorities such as perinatal substance use and access and utilization of
health care for our population. Regardless of our limited resources, CDPH MCAH has
always identified the health of women and children as our priority. Over the past two
years we have worked to increase our understanding of the issues around
developmental screening, referral and linkage, developed relationships with strategic
partners and are beginning to implement activities to improve rates of developmental
screening, beginning with children in MCAH programs. Our initial efforts included
providing information and education to MCAH Directors and their colleagues about the
American Academy of Pediatrics screening guidelines, presentations and local
examples of Help Me Grow (http://helpmegrownational.org/) implementation in local
health jurisdictions (LHJs), and working with partners, including the Department of
Health Care Services, California Children’s Services on identifying billing codes and
sharing data. We have submitted a proposal to the California Health Interview Survey
(CHIS) to include a question on developmental screening in the 2017-18 CHIS survey.
All 61 LHJs now have a requirement in their MCAH Scope of Work to implement
activities, from a list of suggestions developed in collaboration with our partners, to
increase developmental screening, referral and linkage. We are developing guidelines
to assist LHJs to adopt protocols, tailored to local needs, to ensure that all children in
MCAH Programs or touched by the health department are provided developmental
screening, referral and linkage to services. MCAH is committed to improving services
for all children, children and youth with special health care needs, first in local MCAH
programs and then by working with providers and communities as resources allow.

27



Comment (Children’s Regional Integrated Service System - Family
engagement):

2. Increase the number of family members providing input into state and local
transition practices.

CRISS comments: We strongly support increased family involvement in state and
local transition planning and initiatives, as well as in planning for their own children’s
transitions

Response for (Children’s Regional Integrated Service System - Family
engagement):

Agree. DHCS is taking steps to increase family engagement in CCS policy
development including transition.

Comment (Children’s Regional Integrated Service System - Family
Engagement):

Page 92: II.F.3. Family Consumer Partnership

CRISS comments: This section describes state and local activities to promote family
consumer partnerships. We are proud that CRISS is cited as a partner with the state
in involving families in policy planning and service development, and we appreciate
the several earlier references in the application to the state’s interest in increased
family involvement in state and local CCS planning and oversight. We do feel,
however, that overall that there should be a great deal more attention to family
engagement in the application and in the state’s approach to the CCS program,
including plans for specific steps to increase family engagement at the state level.

To that end, we recommend that the state increase family representation on the CCS
Advisory Group, the body charged with advising the state on its plans for CCS
redesign and for improvements to the current program. (There currently are only two
official family representatives on this body.) If DHCS moves ahead with its whole child
model in COHS counties, we also recommend that the Department establish a
statewide whole child model stakeholder advisory group with strong representation
from family resource organizations.

Response for (Children’s Regional Integrated Service System - Family
Engagement):

The Advisory Group is currently a large stakeholder group. There are 33 members on
the board. Families and family resource organizations are encouraged to participate
at all meetings during the public comment period as well as submit their input to
CCSRedesign@DHCS.CA.gov. This suggestion will be forward to the CCS Redesign
Advisory Group.

Comment (Family Voices of California - Family engagement):

As noted in the Title V MCH Block Grant Guidance: Family/Consumer Partnership:
For purposes of the Title V MCH Services Block Grant program and this guidance, as
previously noted, family/consumer partnership is defined as: “The intentional practice
of working with families for the ultimate goal of positive outcomes in all areas through
the life course. Family engagement reflects a belief in the value of the family
leadership at all levels from an individual, community and policy level.” States will
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describe efforts to support Family/Consumer Partnerships, including family/consumer
engagement in the following strategies and activities:

* Advisory Committees;

» Strategic and Program Planning;

* Quality Improvement;

» Workforce Development;

* Block Grant Development and Review;

» Materials Development; and

» Advocacy

Response for (Family Voices of California - Family engagement):
DHCS is taking steps to increase family engagement in CCS policy including
transition.

Comment (Children’s Regional Integrated Service System - General):

CRISS comments: Future surveys of CCS families and providers to assess
satisfaction with systems changes should be compared to FHOP surveys conducted
for the 2015 Title V Needs Assessment.

Response for (Children’s Regional Integrated Service System - General):
One of the CCS Title V strategies is to repeat the Title V family survey periodically to
monitor satisfaction with CCS over time.

Comment (Lucile Packard Foundation for Children's Health - Health Care
Program for Children in Foster Care):

Health Care Program for Children in Foster Care (P.67) is a good example of the
integration of public health and child welfare services. The extent of its use and
evidence of its impact is not provided. As is the case nationally, the presumed
overuse of psychotropic medication by children in foster care is a topic of current
interest within the state. However, the underlying problem of accessing appropriate
mental health services is not addressed.

Response for (Lucile Packard Foundation for Children's Health - Health Care
Program for Children in Foster Care):
Thank you for your feedback.

Comment (Lucile Packard Foundation for Children's Health - High Risk Infant
Follow Up Program):

The High Risk Infant Follow Up Program (P.65) is a good example of a coordinated
statewide approach to quality assurance. However the relationship of that program to
other components of the state’s child health care system remains poorly defined.

Response for (Lucile Packard Foundation for Children's Health - High Risk
Infant Follow Up Program):
DHCS is taking steps to link HRIF to CCS programs.

Comment (Children’s Regional Integrated Service System - Managed Care):
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3. With CCS Advisory Group, review options for CCS clients to have a visit with an
adult physician through managed care.

CRISS comments: See our comments below on transition and recommendation that
the state set and Medi-Cal managed care plans be required to meet network
adequacy standards for transitioning youth, including increased opportunities for
single case agreements if there are no specialists in plan networks appropriate to
youths' medical conditions.

Response for (Children’s Regional Integrated Service System - Managed Care):
Managed Care plans are required to meet network adequacy standards today. The
Department is committed to a public stakeholder process under which youth
transitions include access to providers will be discussed.

Comment (Children’s Regional Integrated Service System - Managed Care):
Percent of children with special health care needs (CSHCN) receiving care in a well-
functioning system

CRISS comments: We would like to see details on how DHCS would define and
measure this.

Response for (Children’s Regional Integrated Service System - Managed Care):
DHCS is committed to providing children to affordable high quality health care.

Comment (Children’s Regional Integrated Service System - Medical Home):
NPM 11: Percent of children with and without special health care needs having a
medical home

CRISS comments: We recommend that for purposes of this priority DHCS measure
children'’s access to pediatric sub-specialists and Special Care Centers, not medical
homes.

Response for (Children’s Regional Integrated Service System - Medical Home):
DHCS is mandated to report on the specific National Performance Measure - NPM 11
which is specifies measuring the number of children with a medical home.

Comment (Lucile Packard Foundation for Children's Health - Medical homes):
Increase Access to Medical Homes for CYSHCN (P.64): Medical homes remain
undefined and apparently unmeasured. The goal to increase access is weakened by
the failure to name a desired rate; rather an increase in the current rate is proposed.
No plans are provided as to how increase access to medical homes will be achieved.

Response for (Lucile Packard Foundation for Children's Health - Medical
homes):

DHCS is expecting to improve measurement of the percent of CCS clients with
medical home by aligning the definition used in the CCS medical home performance
measure with the national medical home measure.

Comment (Children’s Regional Integrated Service System - Medical Homes):
Page 64: Goal 2: Increase Access to Medical Homes for CYSHCN
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SMART OBJECTIVE: By June 30, 2020, increase the number of CYSHCN who
receive care within a medical home by 20% as measured by the medical home CCS
performance measure.

CRISS comments: CRISS supports a clearer, more consistent definition of medical
home for CSHCN as well as standardized methods to measure achievement of the
goal.

As CRISS representatives have recommended at CCS Advisory Group meetings, we
urge DHCS to build on earlier work on medical homes for CCS children begun several
years ago under Dr. Marian Dalsey's leadership of state CMS.

Response for (Children’s Regional Integrated Service System - Medical Homes):
DHCS is committed to continuous, ongoing discussions with stakeholders pertaining
to CCS and medical homes and how appropriate measurements should occur.

Comment (Lucile Packard Foundation for Children's Health - Medical Therapy
Program):

The Medical Therapy Program (P.66) is a unique, clinical service available to children
in California with disabilities. The application describes the existing program, but
provides no information on utilization or impact, and fails to explore how this program
does or could contribute to improvements in the overall child public health system in
the state.

Response for (Lucile Packard Foundation for Children's Health - Medical
Therapy Program):
Thank you for your feedback.

Comment (Family Voices of California - NICU):

Page 65 — Typo on number of children

Infants discharged from CCS-approved NICUs with CCS-eligible medical conditions or
who are at high risk to develop such conditions are followed in a CCS HRIF Program.
Three multidisciplinary outpatient visits are authorized by CCS up to age three to
identify problems, provide and complete referrals, and monitor outcomes.

Total # of individual children served between Jan 1, 2015 — Dec 31, 2015
=1,075,910,759.

Response for (Family Voices of California - NICU):
Correction made.

Comment (California Hepatitis C Task Force - Organized system of care):

CCS Redesign Stakeholder Advisory Group: The DHCS suggests that the CCS
Redesign Stakeholder Advisory Board concluded the San Mateo model was
successful. However, the stakeholder group has not made such a determination, nor
has it been given any data to develop this conclusion. In fact, the Stakeholder
Advisory Board has not even agreed upon what outcome measures should be used to
evaluate the San Mateo model. The DHCS has selected the San Mateo model for
expansion to other counties but it does not seem to have considered the feedback
from the advisory group in this matter.
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Response for (California Hepatitis C Task Force - Organized system of care):
DHCS did not select the Health Plan of San Mateo Demonstration Project pilot for
expansion into other counties. DHCS embarked on an extensive six-month
stakeholder process for stakeholder feedback in seeking a better integrated and
coordinated system, to proceed carefully with changes to the CCS program, and to
identify strategies to improve and integrate care for children who qualify for the CCS
program. From that process, DHCS developed the “Whole-Child Model” to be
implemented in specified counties only.

Comment (A CYSHCN client - Organized system of care):

They also seem to think that this model will work in the 19 other counties with a single
County Organized Health System, that they plan to implement as part of phase 2. My
county, Merced County, is hardly like San Mateo. San Mateo has three major
hospitals within a one hour drive, as well as access to a large number of providers.
Merced County is significantly underserved and all major medical facilities/hospitals,
except Children’s Hospital of Madera, are at least 2 hours away Coupled with that,
we also have a high percentage of Medi-Cal patients. | am struck by the fact that
DHCS feels this one-size-fits-all approach is the way to provide health care for
medically fragile children like me. Each county needs to have the opportunity to come
up with a plan that fits that county’s demographics and works for the CCS children
residing in that county.

Response for (A CYSHCN client - Organized system of care):
Thank you for your comment and your concern will be forwarded to the DHCS CCS
Redesign team.

Comment (Children’s Regional Integrated Service System - Organized system of
care):

SMART OBJECTIVE: By June 30, 2020 increase the children in CCS who received
primary and specialty care through a single system of care by 20%.

CRISS comments: We remain concerned that the Department continues to equate
"organized delivery system" with Medi-Cal managed care and to assume that the only
way for CSHCN to experience coordinated primary and specialty care is to receive
both through managed care plans. In our view the CCS program is an "organized
delivery system", one that is organized specifically for the needs of CSHCN. It
contains essential elements of an organized delivery system, including a defined
network of credentialed providers, utilization management and pre-authorization of
services, and quality monitoring and improvement activities. It is true that primary care
typically is delivered through a parallel system for these children, but we believe that
coordination of primary and specialty care can be achieved while retaining the
integrity of the CCS program. For most children enrolled in CCS, the most important
medical relationships they have are with their pediatric subspecialists, and that is the
arena in which the CCS program holds the expertise and experience. In addition,
several county CCS programs in the state already have launched or are in the
process of launching initiatives for better coordination with primary care and
authorization of primary care providers for CCS-related care. In our view it will be
simpler and safer to broaden the role of CCS in coordinating with primary care than to
ask managed care plans to develop the expertise needed to oversee the treatment of

32



children with complex medical conditions. We recommend that DHCS support and
promote county CCS programs’ efforts to coordinate with and authorize primary care
services for CCS children.

Response for (Children’s Regional Integrated Service System - Organized
system of care):

The Department is not implying CCS is not an organized delivery system. Rather that
the Whole-Child Model will incorporate both primary and specialty care in one system
allowing the state to accomplish the identified SMART obijective.

Comment (California Children’s Hospital Association - Organized system of
care):

Add Reference to Rady Children’s Hospital’s CCS Pilot. On Page 33 of the draft, the
Department identifies three strategies to achieve the following objective: “By June 30,
2020, increase the children enrolled in the California Children’s Services (CCS) who
receive primary and specialty care through a single system of care by 20 percent.” We
recommend that the Department add a fourth objective: “Implement the CCS Pilot at
Rady Children’s Hospital.” The Whole Child Model is not the only organized delivery
system approach being developed and the information gained from the pilot being
developed at Rady Children’s Hospital will be very helpful as the state considers
approaches to integrated care delivery in non-COHS counties.

Response for (California Children’s Hospital Association - Organized system of
care):

DHCS intends to implement the CCS Demonstration Project (DP) pilot with Rady
Children’s Hospital San Diego (RCHSD) under the 1115 Waiver. Prior to
implementation, RCHSD must satisfy readiness criteria and the contract and
deliverables must be approved by the Centers for Medicare & Medicaid Services.
RCHSD DP will be a pilot that is limited to: 3 years with 2 one-year options to renew,
to the number of enrollees, and to five eligible conditions. As such, DP would not
accurately increase the number of CCS children who receive primary and specialty
care through a single system of care by 20 percent.

Comment (- Organized system of care):

References to Health Plan of San Mateo Should be Modified.

We have concerns with the Department's characterization of the work of the
stakeholder advisory board and its decision to base the CCS Redesign on the Health
Plan of San Mateo model, referenced on page 68. The paragraph reads: “In 2014,
DHCS initiated another effort to improve the CCS program, CCS Redesign. For CCS
Redesign, a stakeholder advisory board composed of individuals from various
organizations and backgrounds with expertise.

Response for (- Organized system of care):

DHCS embarked on an extensive six-month stakeholder process for stakeholder
feedback in seeking a better integrated and coordinated system, to proceed carefully
with changes to the CCS program, and to identify strategies to improve and integrate
care for children who qualify for the CCS program. From that process, DHCS
developed the “Whole-Child Model” to be implemented in specified counties only.
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Comment (California Children’s Hospital Association - Organized system of
care):

We have concerns with the Department's characterization of the work of the
stakeholder advisory board and its decision to base the CCS Redesign on the Health
Plan of San Mateo model, referenced on page 68. The paragraph reads: “In 2014,
DHCS initiated another effort to improve the CCS program, CCS Redesign. For CCS
Redesign, a stakeholder advisory board composed of individuals from various
organizations and backgrounds with expertise in both the CCS Program and care for
CYSHCN was created. The goals of this stakeholder process include maintaining a
patient and family-centered approach, provide comprehensive treatment for the whole
child, improve care coordination through an organized delivery system, improve
quality, streamline care delivery, and maintain cost neutrality. Because of the success
of the San Mateo Whole Child model, DHCS is proposing to expand this whole child
model to other counties with a County Organized Health System, with advisory group
feedback. ..."[italics added] We believe that this language might suggest that the
stakeholder advisory board concluded that the San Mateo model was successful and
that this conclusion guided the decision of the Department to select the San Mateo
model. The truth is that the stakeholder group has not made such a determination, nor
has it been given any data that would allow it to make such a determination, or even
agreed upon what outcome measures should be used to evaluate the model. We
would suggest that this section could be reworded to say: "The stakeholder advisory
group has discussed many alternative approaches to improving care for CYSHCN and
several different proposed models for providing high quality care to CYSHCNSs in
organized delivery systems. Of the models discussed, the Department has selected
the San Mateo whole child model for expansion to other counties with a County
Organized Health System, and will continue to seek feedback from the advisory group
as it moves ahead with the CCS Redesign.

Response for (California Children’s Hospital Association - Organized system of
care):

DHCS recognizes that an evaluation of the pilot has not yet been completed and will
remove reference to “the success of the SM WCM” in the application.

Comment (California Children’s Hospital Association - Organized system of
care):

Goal to Maintain and Support Regionalized Care Will Require Objectives that Protect
Providers from Managed Care Narrow Networks. On Pages 64 and 65 of the draft, the
Department identifies a goal of maintaining and supporting regionalized care.
However, the objective the Department identifies to achieve this goal is to promote the
use of telehealth. While telehealth is certainly an important strategy for improving
access to specialty care for families in remote areas, it is certainly not the only
objective that will need to be achieve in order to maintain and support access to a
regionalized network of specialty providers. Indeed, the carve-in of CCS to managed
care has the potential to destabilize the regionalized network of specialty care
providers that serve this population, unless the Department works to ensure that plans
contract with CCS credentialed providers and follow CCS rules. We recommend that
the Department add an objective to this goal: “Establish strong oversight of organized
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delivery systems to ensure that these systems utilize CCS credentialed providers to
treat CCS-eligible conditions.

Response for (California Children’s Hospital Association - Organized system of
care):

This Whole-Child Model will maintain the CCS core program integrity and
infrastructure including the regional provider network, through the existing DHCS
credentialing process, including CCS provider paneling.

Comment (California Hepatitis C Task Force - Organized system of care):
Patient Survey: The DHCS reports that it plans to conduct a family satisfaction phone
survey to assess knowledge and satisfaction with the San Mateo demonstration
project, etc. (page 68). It is our understanding that the Department conducted a
previous survey but has never released the results. Why have the results of this
survey not been released as a baseline; and how can the success of the pilot truly be
assessed with a second survey when results of the first are not taken into
consideration?

Response for (California Hepatitis C Task Force - Organized system of care):
DHCS conducted a family satisfaction phone survey in July-October 2014. The
objective of the survey was to assess the families’ knowledge and satisfaction with the
CCS DP, their knowledge and satisfaction with their care coordinator, their access
and satisfaction with providers, and their satisfaction with the medical services
provided. The results of the survey were shared with HPSM so they could review
areas of success and improvement.

Comment (The Children’s Specialty Care Coalition - Organized system of care):
The Coalition recommends the addition of a strategy that acknowledges the Rady
Children’s CCS Accountable Care Organization pilot, currently under development, as
another organized system of care for CCS eligible children.

Response for (The Children’s Specialty Care Coalition - Organized system of
care):

When approved, the Rady ACO will be noted as another organized system of care in
the Title V report. Prior to the CCS Demonstration Pilot (DP) being implemented with
Rady Children’s Hospital San Diego (RCHSD), RCHSD must satisfy readiness criteria
and the contract and deliverables must be approved by the Centers for Medicare &
Medicaid Services.

Comment (Children’s Regional Integrated Service System - Organized system of
care):

2. Develop a methodology to track the number of clients receiving whole child care
through CMS Net and/or other DHCS data source. CRISS comments: We recommend
that DHCS track the provision of whole child care through current and planned county
CCS program oversight, care coordination, and authorization of primary care via CCS
SARs
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Response for (Children’s Regional Integrated Service System - Organized
system of care):

DHCS will monitor and provide oversight during and after the transition period. This
includes regularly reviewing plan grievances and appeals reports, provider networks,
and continuity of care reports.

Comment (Children’s Regional Integrated Service System - Organized system of
care):

3. With CCS Advisory Group, review options for CCS clients to have a visit with an
adult physician through managed care. CRISS comments: See our comments below
on transition and recommendation that the state set and Medi-Cal managed care
plans be required to meet network adequacy standards for transitioning youth,
including increased opportunities for single case agreements if there are no
specialists in plan networks appropriate to youths' medical conditions.

Response for (Children’s Regional Integrated Service System - Organized
system of care):

DHCS and stakeholders are currently engaged in discussions to improve transition of
care for CCS children aging out of the CCS Program.

Comment (Children’s Regional Integrated Service System - Organized system of
care):

Page 67 in this domain: “DHCS has identified priority needs for this domain, in
particular for CCS clients, including having standards and policies in place to facilitate
the provision of high quality care within an organized care delivery system to all
CYSHCN.”

From p 16 CRISS comments: We remain concerned that the Department continues to
equate "organized delivery system" with Medi-Cal managed care and to assume that
the only way for CSHCN to experience coordinated primary and specialty care is to
receive both through managed care plans.

CRISS comments: Please see our comments above regarding the importance of a
broader definition of “organized care delivery system” for CSHCN.

Response for (Children’s Regional Integrated Service System - Organized
system of care):

DHCS agrees the definition of an “organized care delivery system” is broad and
includes not only the single system of care/whole child approach but also the
regionalized network of CCS providers and county CCS programs.

Comment (Children’s Regional Integrated Service System - Organized system of
care):

“This priority need was a key factor in developing models for the CSHCN portion of
the 1115 Waiver of 2010-2015. The first 1115 waiver pilot was initiated in 2013 in San
Mateo County through the County Organized Health System, Health Plan of San
Mateo. The goal was to have all health care for the CCS child organized within one
system. DHCS developed and is currently preparing to administer a family satisfaction
phone survey to assess the families’ knowledge and satisfaction with the
demonstration project, knowledge and satisfaction with their care coordinator, access,

36



and satisfaction with providers, satisfaction with the medical services provided, and to
establish a baseline to compare against future surveys.”

CRISS comments: The CCS Advisory Group and others have questioned why DHCS
did not require and facilitate evaluation of the HPSM model, including collection of
baseline data. It is inaccurate to refer to what HPSM is implementing as a "pilot" if
baseline data have not been collected and there have been no collection and analysis
of comparison data using specific metrics.

Response for (Children’s Regional Integrated Service System - Organized
system of care):

The Department is required to conduct an evaluation under the 1115 Medicaid waiver
of HPSM and will do so when adequate time has lapsed to conduct such an analysis.
The Department has baseline data available to do so.

Comment (Children’s Regional Integrated Service System - Organized system of
care):

In 2014, DHCS initiated another effort to improve the CCS program, CCS Redesign.
For CCS Redesign, a stakeholder advisory board composed of individuals from
various organizations and backgrounds with expertise in both the CCS Program and
care for CYSHCN was created. The goals of this stakeholder process include
maintaining a patient and family-centered approach, provide comprehensive treatment
for the whole child, improve care coordination through an organized delivery system,
improve quality, streamline care delivery, and maintain cost neutrality. Because of the
success of the San Mateo Whole Child model, DHCS is proposing to expand this
whole child model to other counties with a County Organized Health System, with
advisory group 5 feedback.”

CRISS comments: It is disappointing to have to point this out, but there is no evidence
that the HPSM project is a success. Without baseline data and an independent
evaluation, there simply is no way for us to tell. In addition, the statement regarding
the role of the CCS Advisory Group in promoting expanding the whole child model to
COHS counties is misleading on two counts. Most importantly, the Advisory Group
has not as a body agreed that the San Mateo model is the best model or even that it
is an appropriate model for incorporating CCS into MCMC. In fact, the majority of
Advisory Group members have expressed and continue to express concerns about
the Department's direction in wanting to fold CCS program functions into MCMC
plans. In addition, the DHCS whole child model proposal for COHS

counties is not the same as the HPSM model; currently HPSM contracts back with
San Mateo County CCS staff, who remain responsible for CCS utilization
management, including care planning, case management, and service authorizations.
The Department proposal would transfer these responsibilities to the COHS plans with
no requirement for continued CCS staff involvement in CCS children’s care.

Response for (Children’s Regional Integrated Service System - Organized
system of care):

DHCS recognizes that an evaluation of the pilot has not yet been completed. The
Department is required to conduct an evaluation under the 1115 Medicaid waiver of
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HPSM and will do so when adequate time has lapsed to conduct such an analysis.
The Department has baseline data available to do so.

Comment (Children’s Regional Integrated Service System - Organized system of
care):

Currently HPSM contracts back with San Mateo County CCS staff, who remain
responsible for CCS utilization management, including care planning, case
management, and service authorizations. The Department proposal would transfer
these responsibilities to the COHS plans with no requirement for continued CCS staff
involvement in CCS children’s care.

Response for (Children’s Regional Integrated Service System - Organized
system of care):

Comment (A CYSHCN client - Organized system of care):

I’'m a client of CCS. As | heard a senator once say, “CCS was carved out many years
ago for a very valid reason. It is clear it's a complex program servicing complex
needs and issues for a finite group of California’s children.” This senator was
absolutely right. The administration believes that the Health Plan of San Mateo was
successful. Yet, at the same time they state that they are just now in the process of
preparing surveys to get the family and patient input on the success of the model:
‘DHCS developed and is currently preparing to administer a family satisfaction phone
survey ...and to establish a baseline to compare against future surveys.” (see pg 68
of the DRAFT Title V 2015 Report 2017 Application Public Document).

Response for (A CYSHCN client - Organized system of care):

DHCS recognizes that an evaluation of the pilot has not yet been completed. The
Department is required to conduct an evaluation under the 1115 Medicaid waiver of
HPSM and will do so when adequate time has lapsed to conduct such an analysis.
The Department has baseline data available to do so.

Comment (Lucile Packard Foundation for Children's Health - Organized systems
of care):

Provide high quality care to all CYSHCN within an organized delivery system (P.63):
This section recites the litany of existing structures and activities but fails to provide
plans likely to improve quality of care. Current quality data are not provided nor are
measureable improvement goals. The pediatric palliative care program, apparently
found to be effective, does not appear to be slated for growth.

Response for (Lucile Packard Foundation for Children's Health - Organized
systems of care):

The CCS program is taking the following steps to improve quality of care within the
delivery system: increased communication and data sharing with health plans around
clients transitioning to adulthood, and increased facility site reviews. The pediatric
palliative care program renewal process is starting which allows modifications to the
current program which may make the program more accessible to eligible clients.
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Comment (Lucile Packard Foundation for Children's Health - Telehealth):
Maintain and Support Regionalization of Care (P.64): Telehealth is identified as a
subsection of this goal, though its relationship to regionalization is not made clear.
Currently, use of telehealth for children’s health care services in California lags far
behind the potential offered by this technology. Reports by The Children’s
Partnership have identified policy barriers, primarily ones related to billing and coding
that could be easily rectified by the Department of Health Care Services. Some of
these are addressed in the application, though there remains an absence of a
coordinated statewide effort to increase the use of telehealth particularly to address
issues of geographic access to specialty and subspecialty care.

Response for (Lucile Packard Foundation for Children's Health - Telehealth):
Thank you for your feedback.

Comment (The Children’s Partnership - Telehealth):

SMART Obijective Priority 5 (Page 36)

“By June 30, 2020, increase the percent of CCS families reporting that their child
always saw a specialist when needed from 72% to 90%, based on CCS/FHOP
survey.”

Response for (The Children’s Partnership - Telehealth):
Agree. DHCS has made the requested change in the application.

Comment (The Children’s Partnership - Telehealth):

Telehealth should be added as a strategy to explore to increase the percent of CCS
families reporting that their child saw a specialist when needed. The use of telehealth
to increase access to paneled providers may make it easier for a provider to sign-up.
Telehealth (last paragraph, Page 64)

“In August 2015, CCHP released a Report: Realizing the Promise of Telehealth for
CSHCN, which included findings from this survey.”

If possible, it would be nice to recognize the other partners of the report and
referenced telehealth project. It was a joint project among The Children’s Partnership,
Center for Connected Health Policy, and UC Davis.

Response for (The Children’s Partnership - Telehealth):
No response provided.

Comment (Children’s Regional Integrated Service System - Transition to
Adulthood):

Page 64: Goal 3: Improve Transition Services in CYSHCN

SMART OBJECTIVE: By June 30, 2020, increase by 20% the number of 20 year old
CCS clients with selected condition who report having an identified adult subspecialist
to assume specialty care.

CRISS comments: We appreciate the Department’s commitment to achieving
smoother, more effective transitions for youth aging out of CCS. CRISS family
members talk about transition as one of their most difficult and emotionally fraught
experiences as they and their children try to navigate the switch from the pediatric
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world to a colder, less family-friendly, and more complicated adult medical world. As
you know, CRISS has been working to improve transition in our member counties for
many years through the work of our Family-Centered Care and Medical Therapy
Program work groups and we are proud of the improvements we have promoted and
achieved over the years. We strongly support county activities to improve transition
services and we look forward to working within the CCS Advisory Group and the
technical work group looking at transition to promote these critically needed services

Response for (Children’s Regional Integrated Service System - Transition to
Adulthood):

DHCS and stakeholders are currently engaged in discussions to improve transition of
care for CCS children aging out of the CCS Program.

Comment (Lucile Packard Foundation for Children's Health - Transition to
adulthood):

Improve Transition Services in CYSCHN (P.64): No rate of transition services is
proposed as a goal. The application provides a list of the many, fragmented
approaches individual counties may be using to improve transition services, but there
is no evidence of state leadership, guidance or support. The absence of statewide
goals, policies and coordination presents a weak approach to this issue.

Response for (Lucile Packard Foundation for Children's Health - Transition to
adulthood):

DHCS will use information gathered in the statewide county transition survey to guide
selection of an appropriate step to measure.

Comment (Epilepsy California - Public Comment Period):

The Department posted the document on the Maternal and Child Health webpage on
May 11th, providing less than two weeks to review this document. Moreover, the
document was not widely distributed and was difficult to locate, even on the
Department’s website. Given these barriers to public review, more time is needed to
carefully review the Department’s proposed strategies and outcome measures related
to the Title V program. In addition, very little information about the program or the
Department’s development of its goals has been shared or discussed in public
forums. The Department should have regional meetings or conference calls with
families and stakeholders to discuss its Title V Program and use these meetings as
methods to gather feedback on an ongoing basis.

Response for (Epilepsy California - Public Comment Period):

Agree. Moving forward, DHCS will request stakeholder feedback during the
application development process. DHCS will work with MCAH also distribute the
document to a larger audience and allow more time for public comment.

Comment (Down Syndrome Information Alliance - Public comment period):

..the document was not widely distributed and was difficult to locate, even on the
Department’s website. Given these barriers to public review, more time is needed to
carefully review the Department’s proposed strategies and outcome measures related
to the Title V program. In addition, very little information about the program or the
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Department’s development of its goals has been shared or discussed in public
forums. The Department should have regional meetings or conference calls with
families and stakeholders to discuss its Title V Program and use these meetings as
methods to gather feedback on an ongoing basis.

Response for (Down Syndrome Information Alliance - Public comment period):
Agree. Moving forward, DHCS will request stakeholder feedback during the
application development process. DHCS will work with MCAH also distribute the
document to a larger audience and allow more time for public comment.

Comment (Family Voices of California - Public comment period):

DHCS should solicit public comments during the development of the
Application/report. The State should clearly identify specific activities for engaging
families and other stakeholders prior to, during and after the Application process — this
could be done by: Public hearings; Advisory Council Review (CCS AG stakeholders?);
Social media: Public notice

Response for (Family Voices of California - Public comment period):
Agree. Moving forward, DHCS will request stakeholder feedback during the
application development process.

Comment (Children’s Regional Integrated Service System - Public comment
period):

We would like to note that the timeframe for responding with comments was
exceptionally short (we received the draft on May 18) and request that in the future
the public comment period be longer to allow for a more thorough review of draft
documents.

Response for (Children’s Regional Integrated Service System - Public comment
period):

Agree. Moving forward, DHCS will request stakeholder feedback during the
application development process.

DHCS will work with MCAH also distribute the document to a larger audience and
allow more time for public comment.

Comment (The Children’s Specialty Care Coalition - Public comment period):
In the future, it would be helpful if the timeline for comment is longer and the
announcement to comment distributed more widely.

Response for (The Children’s Specialty Care Coalition - Public comment
period):

Agree. Moving forward, DHCS will request stakeholder feedback during the
application development process.

DHCS will work with MCAH also distribute the document to a larger audience and
allow more time for public comment.

Comment (Family Voices of California - Public comment period):
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Public Input — why are families/consumers given less than one week to give input?
How are families supposed to give meaningful thought and responses to the
application at such short notice (4 days)? For families to digest all 100 pages of
application and to sift through (prioritize) what is relevant to them is asking too much.
FVCA was asked to send the 100 page application out to families — FVCA pulled out
all the pertinent CSHCN information and sent it to families in a word document so they
would not be so overwhelmed. We believe they may have just dismissed the
opportunity to respond otherwise.

Response for (Family Voices of California - Public comment period):
Moving forward, DHCS will request stakeholder feedback during the application
development process.

Comment (California Children’s Hospital Association (CCHA) - Public comment
period):

CCHA Recommends Department Extend Time for Public Comment The Department
posted the document on the Maternal and Child Health webpage on May 11th,
providing less than two weeks to review this document. Moreover, the document does
not appear to have been widely distributed and was difficult to locate, even on the
Department’s website. Given these barriers to public review, we would recommend
that the Department provide additional time for stakeholders to carefully review the
Department’s proposed strategies and outcome measures related to the Title V
program. In addition, very little information about the program or the Department’s
development of its goals has been shared or discussed in public forums. The
Department should have a public meeting or conference call with families and
stakeholders to discuss its Title V Program and use these meetings as methods to
gather feedback on an ongoing basis.

Response for (California Children’s Hospital Association (CCHA) - Public
comment period):

Agree. Moving forward, DHCS will request stakeholder feedback during the
application development process.

DHCS will work with MCAH also distribute the document to a larger audience and
allow more time for public comment.

Comment (Children Now - Public comment period):

Children Now greatly values and appreciates the opportunity to provide feedback,
however, because of the extremely limited time for review, our detailed comments will
be restricted to the Action Plan for the Application Year 2016-17 and specific goals
within the domains of: Child Health, Children with Special Health Care Needs, and
Cross-cutting/Life Course.

Response for (Children Now - Public comment period):

Agree. Moving forward, DHCS will request stakeholder feedback during the
application development process. DHCS will work with MCAH also distribute the
document to a larger audience and allow more time for public comment.

Comment (California Chronic Care Coalition - Public comment period):
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TIMELINE FOR REVIEW AND LACK OF OUTREACH TO STAKEHOLDERS. The
Department posted the document on the Maternal and Child Health webpage on May
11th, providing less than two weeks to review this document. Moreover, the document
was not widely distributed and was difficult to locate, even on the Department’s
website. Given these barriers to public review, more time is needed to carefully review
the Department’s proposed strategies and outcome measures related to the Title V
program. In addition, very little information about the program or the Department’s
development of its goals has been shared or discussed in public forums. The
Department should have regional meetings or conference calls with families and
stakeholders to discuss its Title V Program and use these meetings.

Response for (California Chronic Care Coalition - Public comment period):
Agree. Moving forward, DHCS will request stakeholder feedback during the
application development process.

DHCS will work with MCAH also distribute the document to a larger audience and
allow more time for public comment.

Comment (Office of Health Equity - Acronyms):
The document has a lot of acronyms. | would suggest including a list of key
abbreviations to facilitate readability.

Response to (Office of Health Equity - Acronyms):

The draft documents released for public comment included the main narrative
document and a separate appendix document. Starting on page 8 of the appendix is
an alphabetic listing of the acronyms used throughout the main document.
(http://www.cdph.ca.gov/programs/mcah/Documents/DRAFT%20APPENDIX%20t0%
20the%20Title%20V%202015%20Report_2017%20Application%20Public%20Docum
ent.pdf )

Be assured that we will include a list of acronyms as an appendix when we release
the final report.

Comment (Family Voices of California — Report Translation):

Shouldn’t the document also be translated to other languages — Spanish especially?
Many opportunities for crucial input/‘comments are lost without other ethnic groups
being represented.

Response to (Family Voices of California — Report Translation):

Thank you for your comment. In a state as diverse as California, MCAH recognizes
the need for translation services. Unlike our education materials which are frequently
translated to Spanish and other languages upon request, the Title V application/report
is a grant application submitted in English that we share with the public prior to
submission. Unfortunately, because of the length of the document and the short
timeline, we have not attempted to perform translation services. We may explore the
feasibility of translating the executive summary in 2017.

Comment (Office of Health Equity - Typo):
A small typo — Health in All Policies Task Force, not Taskforce.
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Response to (Office of Health Equity - Typo):
Thank you for your comment. We will make be sure that Task Force is listed as two
words throughout the final document.
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Appendix 5 Changes to the State Action Plan

Domain: Women/Maternal Health

Goal 1: Decrease Intimate Partner Violence (IPV) — To be more specific,
measureable, attainable, realistic and time-bound, Objective 1 was updated to reflect
the adoption of an IPV protocol rather than an IPV policy. A protocol is defined as a
description of procedures to address IPV. The updated objective states, By June 30,
2020, increase the number/percent of Title V funded programs (i.e., AFLP, BIH and
MCAH local health jurisdictions) who adopt MCAH’s IPV protocol, including
reproductive and sexual coercion from 40% to 60% (2013/14 MCAH Annual Reports).

Six of the original seven key strategies were eliminated and the one remaining
strategy was slightly modified to be in step with the theme of the three newly created
key strategies. All of the strategies are now more consistently linked and
chronologically presented with an emphasis focused upon TA, training, collaboration,
and evaluation of activities directed toward establishing viable and effective IPV
protocols. The strategies are appropriately reclassified as activities along the causal
pathway from the strategy to the outcome.

Goal 2: Decrease Burden of Chronic Disease - There is only one significant change
in Objective 2. The change eliminated the key strategy To increase regular well-
women visits among women of reproductive age. The remaining four key strategies
cumulatively address this and correlate with the NPM #1 — Percent of women with a
past year preventive medical visit.

Goal 3: Increase Utilization of Preventive Health Services among Women of
Reproductive Age. This goal was moved from Priority 7 in the Cross-Cutting/Life
Course Domain and placed within the Women /Maternal Health Domain because the
key strategies better correlate with NPM# 1. There were no significant changes other
than the elimination of one Key Strategy pertaining to the provision of TA to LHJs
regarding development of adequate community resources. The removal of this key
strategy may have been predicated upon the loss of staff resources. This could be
possibly revisited as key professional personnel are hired over time.

Goal 4: Increase Rate of Women who have pre-pregnancy Health Insurance:
The team eliminated the four original key strategies. Of the four original strategies,
three of the strategies pertained to developing protocols for the LHJs and MCAH
partners. When the teams revisited these strategies, it was agreed that the
development of protocols alone would not necessarily increase the rate of insurance
coverage among the targeted population. The 4" strategy proposed to partner with
the California Health Benefit Exchange Board (CHBEB) to provide input on existing
regulations that impact insurance enrollment.

The team developed three new strategies that better aligned with activities associated
with increasing rates of health insurance coverage, enrollment, and access to
services. Key Strategy 1 requires MCAH to develop a policy and procedure for local
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MCAH to increase coverage and access for women. Key strategy 2 requires MCAH to
partner with Medi-Cal (not CHBEB) to provide input on regulations that impact
enrollment. The move to Medi-Cal and away from CHBEB is because we have past
history with Medi-Cal and an interagency agreement with them which bodes well for
MCAH in maintaining relations while gaining the necessary input that could improve
insurance enrollment. Key strategy 3 requires MCAH to collaborate with LHJs and
MCAH programs to implement effective ways of communicating new policies
regarding health care access and services.

The original portion of this objective was removed from Priority 7 in the Cross-
Cutting/Life Course Domain and placed within the Women /Maternal Health Domain
where the key strategies better reflect NPM# 1. This goal also addressed children
and adolescents and that portion of the goal pertaining to children and adolescents
still remains in the Cross-Cutting/Life Course Domain.

Goal 5: Decrease Rate of Postpartum Women without Health Insurance. The
original strategy associated with this goal was removed — Develop an oversight
protocol to assure women enrolled in Medi-Cal prenatally receive counseling on
postpartum insurance continuation - and replaced by three new key strategies that
also encompass the one removed. Policies to increase coverage and access to health
care for postpartum women 60 days after delivery, collaborative meetings with MCAH
programs to develop a protocol for assessing access to services and linkages to
referrals postpartum, and development of a quality improvement process to establish
coordinated postpartum referrals after discharge.

Goal 6: Decrease rate of Medi-Cal & Denti-Cal eligible Women without Health
Insurance. This goal was moved from Priority 7 in the Cross-Cutting/Life Course
Domain and placed within the Women /Maternal Health Domain because the key
strategies better correlated with improvements in NPM# 1. Although the key
strategies were reduced and streamlined from three to two, the content was actually
expanded upon to promote Denti-Cal enrollment.

Goal 7: Decrease Unintended Pregnancy - This objective physically moved within
the Action Plan from Objective 2 to Objective 7. There were no significant changes
with the strategies in Objective 7 other than identifying the specific resources that will
encourage health care providers to use; the National Preconception Curriculum and
Resources Guide for Clinicians training module 4 “In Between Time: Interconception
Health Care-Part 1: Routine Postpartum Care for Every Woman.”

Goal 8: The goal related to mental health and substance use for adolescents and
young adults was moved from the cross-cutting/life course domain to the
women/maternal health domain for improved alignment with the logic model and the
NPMs and SPMs. The redesigned Objective 2 is: “By June 30, 2020 decrease the rate
of mental health and substance use hospitalizations for persons age 15-24 from 1436
per 100,000 and 1754 per 100,000, to 1318 per 100,000 and 1570 per 100,000,
respectively.”

The action plan was revised to improve alignment of key strategies and as a result
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key strategies 1, 2, 4 and 6 were eliminated. Strategy 2 had emphasized partnering
with the CHVP, the CHVP State Interagency Team Workgroup, and Early Childhood
Comprehensive Systems (EECS) to identify and address service gaps. The rationale
for eliminating this strategy was that it would be included as an activity in a new
strategy (#2) related to developing and implementing an evidence-based maternal
mental health and wellness toolkit. Strategy 4 was the provision of TA to LHJs. This
key strategy was replaced by a new strategy for Title V Programs that more
specifically identifies the type of assistance to be provided to these entities. This key
strategy (#1) related to increasing awareness of maternal mental health through the
development of a health and wellness conceptual model for local MCAH Title V
programs and the CHVP.

Key Strategy 3 remained basically the same except for language which was added to
specify that MCAH would assist the LHJs with policies and protocols related to
maternal mental health and wellness issues. The original Key Strategy 5 is still intact
but is now Key Strategy 4. Key Strategiesl and 6 from the original action plan were
eliminated as the review team understood that we would be stretching our resources
and overextending our efforts in trying to achieve the extensive collaborations and
professional staff training that we had originally set forth before us.

Domain:; Perinatal/Infant Health

Goal 1: Reduce Pre-Term Births and Infant Mortality — For Objective 1, One Key
Strategy was deleted - Develop a plan to ensure coordination of existing perinatal
program efforts and avoid duplication of services. The team deemed it unnecessary
because accomplishing other strategies within the domain would achieve this
indirectly in the process. Another strategy was modified to better convey the nature of
the collaboration between local MCAH programs and the RPPC. The focus of the
strategy changed from requiring MCAH to establish a relationship with these
programs to specifying that MCAH will facilitate the coordination of activities and
linkage of services with these programs as a quality improvement effort to prevent
preterm births.

Goal 2: Increase Breastfeeding Initiation and Duration — In Objective 2 the first
strategy was restructured to be more specific in describing the activity within the
strategy. However, the remaining original five strategies were completely broken
down and replaced with two strategies that are in direct correlation with the objective
and NPM #4. These new strategies are (1) Promote culturally congruent
breastfeeding best practices through education, resources, and TA for MCAH funded
programs and partners and (2) Build and sustain partnerships and collaborations with
national, state, and local partners to promote breastfeeding.

Goal 3: Reduce rate of Sudden Unexpected Infant Deaths — The three strategies
remained basically the same except for a modification in strategy 3 to disseminate,
rather than promote, the latest infant sleep practices, health education materials and
outreach message to LHJs. And rather than engage only fathers regarding safe sleep
strategies, both parents would be engaged concerning these safe sleep strategies.
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Goal 4: Increase Brief/Bereavement Support Services to Parents/Caregivers of
all Babies who Die Suddenly and Unexpectedly — This goal was moved from
Priority 7 in the Cross-Cutting/Life Course Domain and placed within the Women
/Maternal Health Domain because the strategies better correlate with NPM# 4. There
were no changes from what was proposed in the original Action Plan.

Domain: Child Health

The proposed original Priority 3, Objectives 1 and 2 were eliminated. Based on the
MCAH internal logic model for these two objectives, it was determined that sufficient
staff and resources are not available to perform the activities associated for each of
the key strategies. The review team concluded that the outlined key strategies relating
to assistance, collaboration, and policy development were unlikely to reduce cases of
child abuse. Additionally, it would be difficult to develop new and achievable strategies
that would accomplish the Objective without adding more responsibilities for the LHJs;
many of which have limited staff.

Deleted Objectives: Objective 1: By June 30, 2020, reduce motor vehicle injury
hospitalizations from 11.1 per 100,000 (2103 OSHPD PDD) to 10.6 per 100,000 for
children ages 0-5.

Objective 2: By June 30, 2020, reduce substantiated child abuse from 13.0 per
thousand for children 0 to 5 years of age (2013 Child Welfare Dynamic Support
System) to 12.3 per thousand.

Goal 1: Provide Developmental Screening for Children age 10 months to 5
years: Objective 3, of the original Action Plan, has been renumbered as Objective 1.
This objective was corrected to propose an increase of children screened from 28.5 to
29.5% not 38.6 to 40.5%. Also, the ages of the children changed from 12-60 months
to 10 to 60 months. The team used many quantitative process measures for the
intermediate and long-term outcomes within our logic model and identified the
corresponding NPM to be number (6) — developmental screening.

Strategy 4 was eliminated in its entirety because of lack of staff resources at the State
level to assist the LHJs in establishing networks and connections among MCAH
clinical service providers and other pediatric providers. Two of the remaining three
strategies had slight modifications; the most prevalent being in Strategy 1 where the
team decided not to try and identify all possible partners as it seemed sufficient to
suggest that collaborations would be occurring with multiple relevant partners. The
team also decided that it was important for the collaborative efforts to result in the
development of goals, objectives, and activities as the means for achieving
improvements in the rates of behavioral, social, and developmental screening and
linkage to needed services by the targeted population.

Domain: Children with Special Health Care Needs (CSHCN)

Three of the six strategies were eliminated to reduce local responsibilities.
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Goal 1: Increase systems that support Children and Youth with Special Health
Care Needs (CYSHCN) - The margin of change for Objective 1 was reduced from
20% to 10%. Strategy 1 underwent a name change as CCS Redesign stakeholder
was renamed CCS Advisory Group stakeholder. Also, Strategy 2 was modified from —
Develop ability to track organization of care in CMS Net, the CCS case management
system to — Develop a methodology to track the number of clients receiving whole
child care from CMS Net or from another DHCS data source. The justification for this
change in Strategy 2 is that CMS Net has limitations in tracking clients in an organized
care delivery system. Strategy 3 remained the same.

Goal 2: Increase the number of CCS clients who receive care within a family
centered medical home - Objective 2 reduced the margin of change from 20% to
10% and removed the National Survey of Children’s Health as the tool by which to
measure the success in increasing the number of CSHCN clients who receive care in
a medical home. The tool identified for measuring success is now the medical home
CCS Performance Measure. The action for Strategy 4 was changed from
“identification” to “increasing” the number of counties with liaisons and workgroups to
support CSHCN.

Goal 3: Increase the percentage of CCS clients with selected conditions who
have a subspecialist to assume specialty care. Objective 3 was changed to
increase by 20% the number of 20 year old CCS clients “with a transition planning
plan of care documented by CCS staff” instead of having “identified an adult
subspecialist to provide specialty care.” This change occurred because the transition
planning plan of care measure is a new performance measure. Counties will be
required to collect the baseline plan of care measure in 2016. The goal is to increase
the new baseline measure by 20% in 2017. The justification for the change is that the
updated version can be measured as part of a CCS measure while the prior objective
depended upon information outside of CCS (i.e., managed care division).

Strategy 1 underwent a name change as CCS Redesign stakeholder was renamed
CCS Advisory Group stakeholder. For Strategy 3, the Redesign Stakeholder Advisory
Group (RSAB) is now referred to as the CCS Advisory Group. Obijective 4 and the
six strategies associated with it were eliminated because of a lack of resources.

Goal 4: Increase the percent of CCS families reporting that their child saw a
specialist. Key Strategy #1 was changed to remove “streamlining in process and
developing reports of shortage areas,” and the RSAB Group was changed to CCS
Advisory Group. The new strategy reads as follows:

Key Strategy #1 states — With CCS Advisory Group, explore strategies to increase
access to CCS paneled providers. The reason for using this updated version is that it
can be measured as part of a CCS performance measure while the prior strategy is
vague and not measureable.

Goal 5: Increase the number of special Care Centers reporting telehealth
services to improve access for underserved CSHCN. This objective was changed
from obtaining 100% compliance from CCS counties to report on client use of
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telehealth services to 99%. Strategies 1 & 2 remained the same while Strategies 3 & 4
were replaced as follows:

Key Strategy 3: With the CCS telehealth workgroup, assess the current challenges
and opportunities to expand use of telehealth for CSHCN, and

Key Strategy 4: Conduct a survey of CCS families and providers to assess perceived
access to medically necessary care.

Domain: Adolescent Health

Goal 1: Build Youth Resiliency and Coping Skills to Reduce Bullying. The
original Goal 1 was moved to Goal 3. A new Objective 1 was proposed: “By June 30,
2020, promote development of healthy coping skills as indicated by a 10% decrease
in the percent of youth (11th graders) who report experiencing bullying for any reason
from 27.6% in 2013 to 24.8%. The reason for the change in the objective were the
results of the MCAH local needs assessments which supported bullying as a focus area. In
addition, the requirement of HRSA to have at least one NPM from each of the six
population domains served as a primary reason as well. Thus NPM # 9, related to
bullying, was selected as the NPM for this domain. Key strategies identified to address
the new objective include expanding the PYD framework throughout adolescent
health programs in California. Incorporating the PYD/Resiliency framework through the
standardization and integration of PYD principles and strategies into the AFLP programs
will build youth resilience in areas of social competence and promote healthy
relationships. Training state, AFLP and other Title V funded program staff will improve
the implementation of the program elements with fidelity to the evidence-based model.

“By June 30, 2020, increase the rate of AFLP clients enrolled in school from 77.6
percent (2015 AFLP MIS) to 81.5 percent”.

Goal 2: Decrease Adolescent Preghancies — The original Objective 2 “By June 30,
2020, increase the rate of AFLP clients enrolled in school from 77.6 percent (2015
AFLP MIS) to 81.5 percent” and the strategies associated with that Objective were
eliminated. Originally decrease adolescent pregnancies was Goal 1 but it was moved
to Goal 2. There were no major revisions to Objective 1 to decrease adolescent
pregnancies. However, strategy 7 was eliminated — “Develop tools and standards to
incorporate PYD principles, resiliency framework and training on healthy coping skills
in program implementation and materials.”

Domain: Cross-cutting/Life Course

This domain underwent a significant transformation as many of its key strategies and
objectives were transferred from the Cross-cutting/Life Course Domain to the
Women/Maternal Health Domain where they are more appropriately placed in relation
to the NPMs.

Goal 1. Decrease the rate of Medi-Cal eligible children who are uninsured. The
objective was edited to be more specific to children. The segment of the original
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objective that pertained to women was moved to Goal 6 in the Women/Maternal
Health Domain. Strategy 1 remained basically the same but was expanded to include
Denti-Cal. Strategy 2 was modified to go a step further than just informing a client of
the benefits offered by Medi-Cal. Strategy 2 ensures that persons referred for
insurance enrollment complete an appointment. Strategy 3 was eliminated from this
objective and moved to Goal 2 as Strategy 2 under Objective 2 where it is more
appropriate.

Goal 2: Increase Access to Oral Health: The original Objective 2 for this domain
was moved to Objective 3 within the Women/Maternal Health Domain as it addresses
well-visits among that population.

The original Objective 8 under the Cross-Cutting Domain - “By June 30, 2020,
increase the rate of children ages 3-11 years with a dental visit in the last year from
75.3 percent (2011/12 CHIS) to 79.1 percent” has changed as a result of public
comments. With the increased emphasis on early dental visits, it was decided to align
this objective with the NPM. The new obijective is “By June 30, 2020, increase the
rate of children ages 1-17 years who received a preventive dental visit in the last year
from 75.3 percent (2011/12 CHIS) to 82.8 percent.” The baseline percent figure will
remain the same because it was for the 1-17 year old group. However, a 5%
improvement was applied to the baseline figure. Because the baseline is from 2011,
we applied a 10% improvement for the State Oral Health Plan which gives us a
number of 82.8%. This is now Objective 2.

Lastly, while key strategy 1 remains the same, a second Key Strategy was removed
from goal 1 above and placed under this objective as key strategy 2 — “LHJ staff
inform all eligible and enrolled clients of currently available dental benefits offered by
Medi-Cal, promote the dental home and Medi-Cal warm transfer service through 1-
800 customer service phone number or other referral services.”

Goal 3: Increase Utilization of Preventive Health Services among Children: Key
strategy 1 was eliminated and replaced by a key strategy that promoted increased
coverage and access to preventive services for children 0-17 years old. Key strategy
2 remained the same sans the educating of parents component.

Two new key strategies were added to better align activities associated with local
efforts. The new strategies include, “Participate in collaborative meetings with DHCS
to improve access to insurance coverage and referral to ancillary health care and
public health services such as WIC” and “Collaborate with LHJs and MCAH program
to implement effective ways of communicating policies regarding health care access
and services.”

Goal 4: Increase Rates of Children and Adolescents Who Have Health
Insurance: This Objective originally pertained to women, children, and adolescents.
However, the woman portion of this objective was moved to Goal 4 in the
Women/Maternal Health Domain. The team eliminated the 4 original key strategies,
of which 3 of these strategies pertained to developing protocols for the LHJs and
MCAH partners. When the teams revisited these strategies, it was agreed that the
development of protocols alone would not necessarily increase the rate of insurance
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coverage among the population of children and adolescents. The 4™ strategy
proposed to partner with the California Health Benefit Exchange Board (CHBEB) to
provide input on existing regulations that impact insurance enrollment.

The team developed 3 new strategies that better aligned with activities associated
with increasing rates of health insurance coverage, enrollment, and access to
services. Key Strategy 1 requires MCAH to develop a policy and procedure for local
MCAH to increase coverage and access for children and adolescents. Key strategy 2
requires MCAH to partner with Medi-Cal (not CHBEB) to provide input on regulations
that impact enrollment. Key strategy 3 requires MCAH to collaborate with LHJs and
MCAH programs to implement effective ways of communicating new policies
regarding health care access and services.

Goal 5: Increase Physical Activity within the MCAH Population. This goal was
previously Goal 2 in Priority 8 in Cross-cutting/Life course. The original Goal 5 in
Cross-cutting/ Life course was moved to the Women/Maternal Health Domain as Goal
5 because it is more specific to NPM 1 concerning well-women visits.

The 2 key strategies for this goal were eliminated and replaced with 4 new key
strategies that resulted from use of the Logic model that was utilized to assist the
team in this area and that were more specific in describing how the Objective would
be achieved. The new strategies focused upon the following: (1) Conduct surveillance
of weight gain during pregnancy, (2) Provision of best practices about weight gain
during pregnancy through TA, education, and resources to MCAH programs and
partners for the promotion of environmental change practices and programmatic
policies, (3) Promotion of national Dietary Guidelines for Americans and Physical
Activity Guidelines, and (4) Developing and disseminating information and tools to
assist the MCAH population in meeting dietary guidelines.

Goal 6: Reduce overweight/obesity among low-income children. This goal was
originally Goal 3 in Priority 8 of Cross-cutting/Life course. The original Goal 6 in
Priority 7 of Cross-cutting/Life Course was moved to Goal 3 in the Perinatal/Infant
Health Domain where it more appropriately belongs in relation to NPM 3.

The original Objective for this Goal was — “By June 30, 2020, reduce
overweight/obesity among low-income children (ages 2 to 5) from 32.7% (2011
PedNSS) to 31.4%.” The team modified this goal after discussions with WIC and the
new Objective is — “By June 30, 2020 reduce the proportion of WIC children aged 2-4
years who are overweight or obese from 34.5 % (WIC PC 2012) to 33.5%.” The
original 2 key strategies associated with this Objective were replaced with 2 new key
strategies that rely on less resources (eliminates trainings for providers on counseling
recommendations). The key strategies do the following: (1) Promote best practices
to improve children’s weight status through education and TA for MCAH programs
and (2) Build and sustain relationships with national, state, and local partners to
promote interventions addressing national guidelines on weight, nutrition, and physical
activity.
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Goal 7: Increase the rates of physical activity of children, adolescents and
women. This was originally Goal 5 in Priority 8 of Cross-cutting/Life course. The
original Goal 7 in Priority 7 was moved to the Adolescent Domain where it more
appropriately corresponds with NPM 9.

The only change in the Objective was the age range of the women served (from age
18-44 to 18-24). Key strategies 1 & 4 were removed in their entirety as they
overextend our limited resources. The original key Strategy 5 was retained but limited
specifics as to the entities MCAH would actually be collaborating with. The original
key strategies 2 & 3 were combined into one strategy that speaks to culturally
congruent best practices promoting national physical activity guidelines & the
provision of education, resources and TA for funded MCAH programs.

Also, the Objective in Goal 1 in Priority 8 of the original Action Plan (By June 30, 2020
reduce obesity among reproductive age women from 22% (2013 BRFSS) to 20.7%)
was removed in its entirety as Goals 6 & 7 above tend to address this issue.

Goal 8: Increase Consumption of Folic Acid by Childbearing Age Women. This
moved from goal 4 in Priority 8. While the Objective remained the same the one Key
Strategy changed from "Continue to provide messaging and guidelines to MCAH
programs and contacts,” to “Promote culturally congruent best practices to promote
folic acid intake among women of reproductive age among MCAH programs by
providing education, resources and technical assistance.”
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Appendix 6 State Action Plan Table

SMART Objectives

Strategies

Domain: Women/ Maternal Health
Priority 1: Improve preconception health by decreasing risk factors for adverse life course events among women of reproductive age.

Evidence based or
Informed Strategy
Measures

Performance
Measures
(National and State)

National Outcome
Measures

1. By June 30, 2020,
increase the
number of Title V
funded programs
(i.e., AFLP, BIH
and MCAH local
health jurisdictions
[LHJs]) who adopt
MCAH's intimate
partner violence
(IPV) protocaol,
including
reproductive and
sexual coercion
from 40% to 60%
(2013/14 MCAH
Annual Reports).

1.

Develop and provide capacity
building tools for the integration of
MCAH’s IPV Protocol among Title V
funded programs (i.e., AFLP, BIH
and MCAH LHJs).

Identify, develop and implement
culturally congruent trainings,
technical assistance and education
for implementation and sustainability
of MCAH's IPV protocol.

Develop and implement IPV
Initiative Performance and Quality
Improvement (PQI) tools to evaluate
the effectiveness of MCAH's IPV
protocol and related activities.

Build and sustain collaborations and
share practices with internal and
external partners to support IPV and
related efforts.

ESM 1.1 - Percent of
local health
jurisdictions that have
adopted a protocol to
ensure that all persons
in MCAH Programs
are referred for
enroliment in health
insurance and
complete a preventive
visit

NPM # 1: Percent of
women with a past year
preventive medical visit

Rate of severe maternal
morbidity per 10,000
delivery hospitalizations

Maternal mortality rate per
100,000 live births

Percent of low birth weight
deliveries (<2,500 grams)

Percent of very low birth
weight deliveries (<1,500
grams)

Percent of moderately low
birth weight deliveries
(1,500-2,499 grams)

Percent of preterm births
(<37 weeks)

Percent of early preterm
births (<34 weeks)

Percent of late preterm
births (34-36 weeks)

Percent of early term births
(37, 38 weeks)

Perinatal mortality rate per
1,000 live births plus fetal
deaths

Infant mortality rate per
1,000 live births

Neonatal mortality rate per
1,000 live births

Post neonatal mortality rate
per 1,000 live births




SMART Objectives

Strategies

Domain: Women/ Maternal Health
Priority 1: Improve preconception health by decreasing risk factors for adverse life course events among women of reproductive age.

Evidence based or
Informed Strategy
Measures

Performance
Measures
(National and State)

National Outcome
Measures

Preterm-related mortality
rate per 100,000 live births

2.

By June 30, 2020,
MCAH will work
with partners to
reduce prevalence
of hypertension,
diabetes,
cardiovascular
disease and
mental
illness among
women at labor
and delivery from
8.0%, 10.0%,
0.54% and 4.4%
(2013 OSHPD
PDD) to 7.4, 9.5%,
0.51% and 3.9%
respectively.

Partner with disease-specific
organizations to target prevention
outreach to women of reproductive
age for cardiovascular disease,
hypertension, diabetes, and mental
illness to ensure prevention
strategies are culturally,
linguistically, and age appropriate
and match literacy level.

Partner with Office of Health Equity,
HiAP Task Force to develop policies
and initiatives to address community
risk factors for chronic disease (e.g.
healthy food availability, built
environment, community safety, and
ensure applicability to women of
reproductive age.

Disseminate the National
Preconception Curriculum &
Resources Guide for Clinicians
training module 5 and the
Interconception Care Project of
California materials to health care
providers to ensure women with risk
factors receive appropriate
interconception and follow up care.

Ensure that existing MCAH tobacco
prevention and data collection for
smoking as a risk factor for chronic

ESM 1.1 - Percent of
local health
jurisdictions that have
adopted a protocol to
ensure that all persons
in MCAH Programs
are referred for
enroliment in health
insurance and
complete a preventive
visit

NPM # 1: Percent of
women with a past year
preventive medical visit

Rate of severe maternal
morbidity per 10,000
delivery hospitalizations

Maternal mortality rate per
100,000 live births

Percent of low birth weight
deliveries (<2,500 grams)

Percent of very low birth
weight deliveries (<1,500
grams)

Percent of moderately low
birth weight deliveries
(1,500-2,499 grams)

Percent of preterm births
(<37 weeks)

Percent of early preterm
births (<34 weeks)

Percent of late preterm
births (34-36 weeks)

Percent of early term births
(37, 38 weeks)

Perinatal mortality rate per
1,000 live births plus fetal
deaths

Infant mortality rate per
1,000 live births

Neonatal mortality rate per




Performance
Measures
(National and State)

Evidence based or
Informed Strategy
Measures

National Outcome

SMART Objectives Measures

Strategies

Domain: Women/ Maternal Health
Priority 1: Improve preconception health by decreasing risk factors for adverse life course events among women of reproductive age.

1,000 live births

Post neonatal mortality rate
per 1,000 live births

Preterm-related mortality
rate per 100,000 live births

Rate of severe maternal
morbidity per 10,000
delivery hospitalizations

disease include the appropriate
references to e-cigarettes.

ESM 1.1 - Percent of
local health
jurisdictions that have
adopted a protocol to
ensure that all persons
in MCAH Programs
are referred for
enroliment in health

NPM # 1: Percent of
women with a past year
preventive medical visit

3. By June 30, 2020, | 1.
increase the rate
of women of
reproductive age
with appropriate
preventive care, 2.
including:

Develop an oversight protocol for
MCAH LHJs to ensure all persons
referred for insurance enrollment

complete an appointment. Maternal mortality rate per

100,000 live births

Percent of low birth weight
deliveries (<2,500 grams)

Partner and collaborate with DHCS,
MCAH LHJs and Programs to
promote no-cost preventive services
to newly enrolled women of insurance and
reproductive age, including early complete a preventive
entry into prenatal care. visit

(a)Increase the
rate of preventive
visits from 61.9%

Percent of very low birth
weight deliveries (<1,500
grams)

(2013 BSMF) to
65.3%;

(b) Increase the
rate of first
trimester prenatal
care initiation from
83.6% (2013
BSMF) to 87.9%;
and

(c) increase the
rate of postpartum
visits from 88.3%
(2012 MIHA) to
92.9%.

Finalize development and pilot test
the IRIS (Internal, Reproductive,
Integrative, Skin) designation for
preventive care visits for young
women’s health care (a clinician
training program to increase
utilization of preventive health
services by young women,
especially low income).

Collaborate with Text 4 Baby and
hospital partners to schedule and
discuss the importance of the
postpartum visit during prenatal care
and/or labor/delivery and these
messages would be delivered to
pregnant women through the
Text4Baby system.

Percent of moderately low
birth weight deliveries
(1,500-2,499 grams)

Percent of preterm births
(<37 weeks)

Percent of early preterm
births (<34 weeks)

Percent of late preterm
births (34-36 weeks)

Percent of early term births
(37, 38 weeks)

Perinatal mortality rate per
1,000 live births plus fetal
deaths

Infant mortality rate per




Evidence based or Performance
SMART Objectives Strategies Informed Strategy Measures
Measures (National and State)

National Outcome
Measures

Domain: Women/ Maternal Health
Priority 1: Improve preconception health by decreasing risk factors for adverse life course events among women of reproductive age.

1,000 live births

Neonatal mortality rate per
1,000 live births

Post neonatal mortality rate
per 1,000 live births

Preterm-related mortality
rate per 100,000 live births

4. By June 30, 2020, | 1. Develop a policy and procedure for | ESM 1.1 - Percent of NPM # 1: Percent of Rate of severe maternal

increase the rate local MCAH to increase insurance local health women with a past year | morbidity per 10,000

of women with coverage and access to services for | jurisdictions that have preventive medical visit | delivery hospitalizations

pre-pregnancy uninsured and .underlnsured eligible | adopted a protocol to Maternal mortality rate per

health insurance MCAH population. ensure that all persons 100.000 live births

from 75.3% (2012 in MCAH Programs are '

MIHA) to 79.5%. 2. Partner with Medi-Cal to provide referred for enrollment Percent of low birth weight
input on regulations that impact in health insurance and deliveries (<2,500 grams)
?:r%mi?i:/ Zm; ree;enr(;atlhfgirr women of c_or_1t1plete a preventive Percent of very low birth
dep ondents g vist weight deliveries (<1,500

P ' grams)

3. Collaborate with LHJs and MCAH Percent of moderately low
program to Implement effective birth weight deliveries
ways of communicating new policies (1,500-2,499 grams)
rega_rdlng health care access and Percent of preterm births
services.

(<37 weeks)

Percent of early preterm
births (<34 weeks)

Percent of late preterm
births (34-36 weeks)

Percent of early term births
(37, 38 weeks)

Perinatal mortality rate per
1,000 live births plus fetal




SMART Objectives

Strategies

Evidence based or
Informed Strategy
Measures

Performance
Measures
(National and State)

National Outcome
Measures

Domain: Women/ Maternal Health
Priority 1: Improve preconception health by decreasing risk factors for adverse life course events among women of reproductive age.

deaths

Infant mortality rate per
1,000 live births

Neonatal mortality rate per
1,000 live births

Post neonatal mortality rate
per 1,000 live births

Preterm-related mortality
rate per 100,000 live births

5. By June 30, 2020,
decrease the rate
of postpartum
women without
health insurance
from 16.7 percent
(2012 MIHA) to
16.2 percent

Develop policies and procedures for
local MCAH to increase insurance
coverage and access to health care
services for postpartum women after
60 days of delivery.

Establish collaborative meetings
within MCAH Programs to develop a
standardized protocol for assessing
access to insurance information and
services, and linkage and referrals
that are made available at
postpartum.

Develop a quality improvement
process involving LHJs and regional
perinatal programs to establish
coordinated post-partum referrals
after hospital discharge.

ESM 1.1 - Percent of
local health
jurisdictions that have
adopted a protocol to
ensure that all persons
in MCAH Programs are
referred for enroliment
in health insurance and
complete a preventive
visit

NPM # 1: Percent of
women with a past year
preventive medical visit

Rate of severe maternal
morbidity per 10,000
delivery hospitalizations

Maternal mortality rate per
100,000 live births

Perinatal mortality rate per
1,000 live births plus fetal
deaths

Infant mortality rate per
1,000 live births

Post neonatal mortality rate
per 1,000 live births

6. By June 30, 2020,
decrease the rate
of Medi-Cal
eligible women
who are uninsured
from 8.3%

Collaborate with LHJs to provide
appropriate client outreach materials
and resources to promote Medi-
Cal/Denti-Cal enrollment for eligible
families and establish a baseline
number of families/clients to be

ESM 1.1 - Percent of
local health
jurisdictions that have
adopted a protocol to
ensure that all persons
in MCAH Programs are

NPM # 1: Percent of
women with a past year
preventive medical visit

Rate of severe maternal
morbidity per 10,000
delivery hospitalizations

Maternal mortality rate per
100,000 live births




SMART Objectives

Strategies

Evidence based or
Informed Strategy
Measures

Performance
Measures
(National and State)

National Outcome
Measures

Domain: Women/ Maternal Health
Priority 1: Improve preconception health by decreasing risk factors for adverse life course events among women of reproductive age.

(2011/12 CHIS) to
7.9%.

assisted.

LHJ staff inform all eligible and
enrolled clients of current available
dental benefits offered by Medi-Cal,
promote the dental home and Medi-
Cal warm transfer service through 1-
800 customer service phone number
or other referral services.

referred for enrollment
in health insurance and
complete a preventive
visit

Percent of low birth weight
deliveries (<2,500 grams)

Percent of very low birth
weight deliveries (<1,500
grams)

Percent of moderately low
birth weight deliveries
(1,500-2,499 grams)

Percent of preterm births
(<37 weeks)

Percent of early preterm
births (<34 weeks)

Percent of late preterm
births (34-36 weeks)

Percent of early term births
(37, 38 weeks)

Perinatal mortality rate per
1,000 live births plus fetal
deaths

Infant mortality rate per
1,000 live births

Neonatal mortality rate per
1,000 live births

Post neonatal mortality rate
per 1,000 live births

Preterm-related mortality
rate per 100,000 live births

7. By June 30, 2020,
California will
reduce the
prevalence of

Broadly disseminate the concept of
a Reproductive Life Plan by
developing or disseminating
culturally and linguistically

SPM 1 - Percent
pregnancies that are
mistimed or unwanted
among women with a

Severe maternal morbidity
per 10,000 delivery
hospitalizations




SMART Objectives

Strategies

Evidence based or
Informed Strategy
Measures

Performance
Measures
(National and State)

National Outcome
Measures

Domain: Women/ Maternal Health
Priority 1: Improve preconception health by decreasing risk factors for adverse life course events among women of reproductive age.

mistimed or
unwanted
pregnancy among
Black and Latina
women with live
births from 45.4%
and 38.2% (2012
MIHA) to 43.4%
and 37.1%,
respectively.

appropriate tools for integration into
existing MCAH programs and public
health departments.

Integrate One Key Question (OKQ)
into Title V programs and partner
programs to promote appropriate
contraception counseling to match
pregnancy desire and timing.

Standardize the content of the
postpartum visit by collaborating
with existing partners such as Medi-
Cal Managed Care Plans and each
LHJ’s Perinatal Service Coordinator
to use the National Preconception
Curriculum & Resources Guide for
Clinicians training module 4 "In
Between Time: Interconception
Health Care Part 1: Routine
Postpartum Care for Every
Woman."

Promote through collaboration with
existing partners such as Medi-Cal
Managed Care Plans and each
LHJs Perinatal Service Coordinator
the importance of attending the
postpartum visit to patients during
prenatal care and labor/delivery.

recent live birth.

Maternal mortality rate per
100,000 live births

Low birth weight rate (%)

Very low birth weight rate
(%)

Moderately low birth weight
rate (%)

Preterm birth rate (%)
Early preterm birth rate (%)
Late preterm birth rate (%)
Early term birth rate (%)

Infant mortality per 1,000
live births

Perinatal mortality per
1,000 live births plus fetal
deaths

Neonatal mortality per
1,000 live births

Post neonatal mortality rate
per 1,000 live births

Preterm-related mortality
per 100,000 live births

8. By June 30, 2020,

Increase local MCAH programs

NPM # 1: Percent of

Rate of severe maternal




Performance
Measures
(National and State)

Evidence based or
Informed Strategy
Measures

National Outcome

SMART Objectives Measures

Strategies

Domain: Women/ Maternal Health
Priority 1: Improve preconception health by decreasing risk factors for adverse life course events among women of reproductive age.

awareness of maternal mental
health and wellness issues that

decrease the rate
of mental health

women with a past year
preventive medical visit

morbidity per 10,000
delivery hospitalizations

and substance
use
hospitalizations for
persons age 15-24
from 1436 per
100,000 and 1754
per 100,000, to
1318 per 100,000
and 1570 per
100,000,
respectively

impact MCAH target populations
through various educational
opportunities.

Develop and distribute an evidence-
based Maternal Mental Health and
Wellness Toolkit for local MCAH
programs.

Develop culturally and linguistically
appropriate policies and protocols
for LHJs and MCAH Programs to
reduce discrimination, disparities,
and stigmatization related to
maternal mental health and wellness
isSsues.

Develop and implement evidenced
based screening and brief
intervention policies that require all
Title V funded programs and
initiatives to screen participating
women and adolescents to
determine if they are at risk for
mental health and substance use
disorders and refer, link, and provide
a brief intervention to those who
screen positive.

Maternal mortality rate per
100,000 live births

Percent of low birth weight
deliveries (<2,500 grams)

Percent of very low birth
weight deliveries (<1,500
grams)

Percent of moderately low
birth weight deliveries
(1,500-2,499 grams)

Percent of preterm births
(<37 weeks)

Percent of early preterm
births (<34 weeks)

Percent of late preterm
births (34-36 weeks)

Percent of early term births
(37, 38 weeks)

Perinatal mortality rate per
1,000 live births plus fetal
deaths

Infant mortality rate per
1,000 live births

Neonatal mortality rate per
1,000 live births

Post neonatal mortality rate
per 1,000 live births

Preterm-related mortality




SMART Objectives

Strategies

Evidence based or
Informed Strategy
Measures

Performance
Measures
(National and State)

National Outcome
Measures

Domain: Women/ Maternal Health

Priority 1: Improve preconception health by decreasing risk factors for adverse life course events among women of reproductive age.

rate per 100,000 live births

SMART Objectives

Strategies

Evidence based or
Informed Strategy
Measures

Performance
Measures
(National and State)

National Outcome
Measures

Domain: Perinatal/ Infant Health

Priority 2: Reduce infant morbidity and mortality

1. By June 30, 2020,
decrease the
percentage of
preterm births,
less than 37
completed
gestational weeks,
from 8.8% (2013
BSMF) to 8.3%.

1.

Define new and existing
partnerships with state and local
agencies, community-based
organizations, academia, provider
networks and hospitals to maximize
resource capacity in addressing
preterm birth reduction.

Facilitate the coordination of
perinatal activities between MCAH
LHJs and the Regional Perinatal
Programs of California by supporting
the local perinatal advisory councils
to provide regional planning,
coordination and recommendations
to ensure appropriate levels of care
are available and accessible to high
risk pregnant women and their
infants; conducting regional hospital
assessments and providing
technical assistance; developing a
communication network among
agencies, providers and individuals;
disseminating educational materials
and providing resource directories
and referral services.

Co-lead the California Prematurity

ESM 3.1 Percent of
facilities with a plan for
transport out of
complicated obstetric/
maternal patients.

NPM # 3: Percent of
very low birth weight
(VLBW) infants born in
a hospital with a Level
[+ NICU

Infant mortality per 1,000
live births

Perinatal mortality per
1,000 live births plus fetal
deaths

Neonatal mortality per
1,000 live births

Preterm-related mortality
rate per 100,000 live births




Evidence based or Performance National Outcome
SMART Objectives Strategies Informed Strategy Measures M

: easures
Measures (National and State)

Domain: Perinatal/ Infant Health

Priority 2: Reduce infant morbidity and mortality

Leadership Council and integrate
prematurity prevention strategies
that are recommended into relevant
MCAH program curricula and
activities with a focus on reduction of
preterm births in the African-
American population.

4. Assist local agencies/partners in
developing materials to educate
pregnant women/women of
reproductive age on the signs and
symptoms of preterm labor.

2. By June 30, 2020, | 1. Conduct surveillance and evaluation | ESM 4.1: Percent of NPM #4A: Percent of Post neonatal mortality rate
increase the of breastfeeding outcomes, including | births that occur in infants who are ever per 1,000 live births
Women who report | clsparies in breastoecing iniiation, | recommended care for | <. g Sieep-related SUID per

. P hal eeding ’ . NPM #4B: Percent of | 100,000 live births
exclusive duration and exclusivity, and the lactating mothers and .
. : : : . infants breastfed
breastfeeding at 3 quality of maternity care related to their babies. .
: exclusively through 6
months from 26% breastfeeding. MOS
(2012 MIHA) to '
27.2% 2. Promote culturally congruent

breastfeeding best practices by
providing education, resources and
technical assistance to funded
MCAH programs and partners for
the promotion of environmental
change practices and programmatic
policies.

3. Build and sustain partnerships and
collaborations with national, state
and local partners to promote
breastfeeding.

3. By June 30, 2020, | 1. Provide the latest American ESM 4.1: The NPM #4A:Percent of Post neonatal mortality rate




SMART Objectives

Strategies

Evidence based or
Informed Strategy
Measures

Performance
Measures
(National and State)

National Outcome
Measures

Domain: Perinatal/ Infant Health

Priority 2: Reduce infant morbidity and mortality

reduce the rate of
Sudden
Unexpected Infant
Deaths (SUIDS)
from 54.4 per
100,000 live births
(2013 BSMF) to
50.3 per 100,000.

Academy of Pediatrics (AAP)
guidelines on infant safe sleep
practices/Sudden Infant Death
Syndrome (SIDS) risk reduction
through two SIDS trainings each
year, and the Annual SIDS
Conference for SIDS coordinators,
public health professionals, and
emergency personnel.

Update SIDS curriculum to include
current recommendations on infant
safe sleep practices, SIDS risk
reduction for hospital staff, and
childcare provider training sessions.

Disseminate to LHJs the latest infant
safe sleep practices, SIDS risk
reduction health education
materials, messages to outreach
and engage parents of infants
regarding safe sleep practices

proportion of live births
that occur in facilities
that provide
recommended care for
lactating mothers and
their babies.

infants who are ever
breastfed

NPM #4B:Percent of
infants breastfed
exclusively through 6
months

per 1,000 live births

Sleep-related SUID per
100,000 live births

4. By June 30, 2020,
100% of
parents/caregivers
experiencing a
sudden and
unexpected infant
death will receive
grief/bereavement
support services .

Contact local coroner offices to
remind and encourage referral of
parents of all babies who die
suddenly and unexpectedly
regardless of circumstances of
death.

Make grief/bereavement support
materials and peer support
organizations available on the
California SIDS Program website.

Provide training on grief and
bereavement support services to

ESM 4.1: The
proportion of live births
that occur in facilities
that provide
recommended care for
lactating mothers and
their babies.

NPM #4A:Percent of
infants who are ever
breastfed

NPM #4B:Percent of
infants breastfed
exclusively through 6
months

Post neonatal mortality rate

per 1,000 live births

Sleep-related SUID per
100,000 live births




SMART Objectives

Strategies

Evidence based or
Informed Strategy
Measures

Performance
Measures
(National and State)

National Outcome
Measures

Domain: Perinatal/ Infant Health

Priority 2: Reduce infant morbidity and mortality

public health professionals and
emergency personnel who respond
to sudden unexpected infant deaths.

LHJs contact families who
experience a sudden unexpected
infant death from which a referral
was received from the local
coroner’s office to provide
grief/bereavement support.

SMART Objectives

Strategies

Evidence based or
Informed Strategy

Measures

lopment of all children

Performance
Measures
(National and State)

National Outcome
Measures

Domain: Child Health

Priority 3: Improve the cognitive, physical and emotional deve

1. By June 30, 2020,
increase the rate
of children ages
10 months to 5
yrs. screened for
being at risk for
developmental,
behavioral and
social delay, using
a parent-
completed
standardized
developmental
behavioral
screening tool
during a
healthcare visit
from 28.5 percent
(2010/11 NSCH)

1.

Collaborate with relevant partners to
develop goals, objectives, and
activities to improve rates of
behavioral, social, and
developmental screening and
linkage to needed services for all
children and youth; especially
children ages 10-60 months and at-
risk populations.

Provide technical assistance to
MCAH programs to promote the use
of Birth to 5: Watch Me Thrive! or
other appropriate materials and
support MCAH LHJs to develop
protocols and pathways to refer
children needing services to
evidence-based screening and
referral systems to ensure children

ESM 6.1: No. of LHJs
that implement at least
two core components
of the Help Me Grow
System that connects
at-risk-children for
developmental and
behavioral problems
with services they
need.

NPM 6: Percent of
children, ages 10
through 71 months,
receiving a
developmental
screening using a
parent-completed
screening tool.

Percent of children in
excellent or very good
health

Percent of children meeting
the criteria developed for
school readiness




Evidence based or Performance National Outcome
SMART Objectives Strategies Informed Strategy Measures YT
Measures (National and State)
Priority 3: Improve the cognitive, physical and emotional development of all children
to 29.5 percent. and youth with special health care
needs (CYSHCN) are identified
early and connected to needed and
ongoing services.

3. Assist MCAH LHJs to develop and
adopt policies to provide
developmental screening, referral
and appropriate linkages for all
children and youth in MCAH
programs using a parent-completed
screening tool or other validated
tool; provide technical assistance to
incorporate quality assurance and
guality improvement plans into
policies and tools.




Evidence based or Performance National Outcome
SMART Objectives Strategies Informed Strategy Measures M
: easures
Measures (National and State)
Domain: CSHCN Health
Priority 4: Provide high quality care to all CYSHCN within an organized care delivery system.
1. By June 30, 2020, | 1. Through the CCS Advisory Group ESM 11.1. Number of NPM 11: Percent of Percent of
increase the stakeholder process, refine the county CCS programs | children with and CSHCN)receiving care in a
children enrolled selected whole child approach to with family members without special health well-functioning system
in t_he Ce}llfornla optimize access to qualified providing input into care_needs having a Percent of children in
Children’s providers. CCS medical home medical home
: g excellent or very good
Services (CCS) policies. health
who receive 2. Develop a methodology to track the
primary and number of clients receiving whole Percent of children ages 19
specialty care child care through CMS Net and/or through 35 months, who
through a single other DHCS data source. have received the
system of care by 4:3:1:3(4):3:1 :4 combined
10% from 7104 3. Conduct surveys of CCS families series of routine
currently to 7814. and providers to assess satisfaction vaccinations
with organized care delivery system. Percent of children, ages 6
months through 17 years,
who are vaccinated
annually against seasonal
influenza
Percent of adolescents,
ages 13 through 17, who
have received at least one
dose of the HPV vaccine
Percent of adolescents,
ages 13 through 17, who
have received at least one
dose of the meningococcal
conjugate vaccine
2. ByJune 30, 2020 | 1. With CCS advisory group, review ESM 11.1. Number of NPM 11: Percent of Percent of
increase the existing national, state, and local county CCS programs | children with and CSHCN)receiving care in a
number of CSHCN medical home models and tools and | with family members without special health well-functioning system
who receive care identify best methods for CCS to providing input into care needs having a Percent of children in
within a medical promote medical homes for CSHCN. | CCS medical home medical home
g excellent or very good
home by 10%, as _ _ policies. health
measured by the 2. Explore integration of ACA health

medical home

home concept with the medical

Percent of children ages 19




SMART Objectives

Domain:; CSHCN Healt

Priority 4: Provide high quality care to all CYSHCN within an o

h

Strategies

Evidence based or
Informed Strategy
Measures

Performance
Measures
(National and State)

rganized care delivery system.

National Outcome
Measures

CCS performance
measure.

home concept.

through 35 months, who
have received the

3. Develop and disseminate materials 4:3:1:3(4):3:1 :4 combined
to facilitate medical home series of routine
implementation of tools that promote vaccinations
medical homes including medical Percent of children, ages 6
home binders and medical home '
standards. months through 17 years,

who are vaccinated

4. Increase the number of counties gnnually against seasonal
with family advisory council parent influenza
health liaison family-centered care Percent of adolescents,
workgroup or other role supporting ages 13 through 17, who
CSHCN including CCS. have received at least one

dose of the HPV vaccine
Percent of adolescents,
ages 13 through 17, who
have received at least one
dose of the meningococcal
conjugate vaccine
3. By June 30, 2020, | 1. Explore current CCS transition ESM 12.1 Percentage | NPM 12: Percent of Percent of children with

increase by 20% practices including transition fair, of county CCS children with and special health care needs

the number of 20 parent liaisons, and the CCS programs with family without special health (CSHCN) receiving care in

year old CCS Advisory Group transition workgroup | members providing care needs who a well-functioning system

clients with a findings. input into transition received services

transition planning policies. necessary to make

plan of care 2. Increase the number of family transitions to adult

documented by members providing input into state health care

CCS county staff. and local transition practices.

3. With CCS Advisory Group, review

options for CCS clients to have a
visit with an adult physician through
managed care.




SMART Objectives

Strategies

Evidence based or
Informed Strategy
Measures

Performance
Measures
(National and State)

National Outcome
Measures

Domain: CSHCN Health
Priority 5: Increase access to CCS-paneled providers such that each child has timely access to a qualified provider of medically
necessary care.

1. By June 30, 2020,
increase the
percent of CCS
families reporting
that their child
always saw a
subspecialist
when needed from
72% to 90%,
based on
CCS/FHOP
survey.

1. With CCS AG, explore strategies to
increase access to CCS-paneled
providers, with focus on rural areas.

2. Based on the findings of the Title V
needs assessment, define issues
associated with non-participation in
CCS of durable medical equipment,
pharmacy, home health and
behavioral health providers, and
explore methods to increase their
participation in CCS.

ESM 11.1. Number of
county CCS programs
with family members
providing input into
CCS medical home
policies.

NPM 11: Percent of
children with and
without special health
care needs having a
medical home

Percent of CSHCN
receiving care in a well-
functioning system

Percent of children in
excellent or very good
health

Percent of children ages
19 through 35 months, who
have received the
4:3:1:3(4):3:1 :4 combined
series of routine
vaccinations

Percent of children, ages 6
months through 17 years,
who are vaccinated
annually against seasonal
influenza

Percent of adolescents,
ages 13 through 17, who
have received at least one
dose of the HPV vaccine

Percent of adolescents,
ages 13 through 17, who
have received at least one
dose of the Tdap vaccine

Percent of adolescents,
ages 13 through 17, who
have received at least one
dose of the meningococcal
conjugate vaccine

2. By June 30, 2020,

1. Develop a system within CMS Net or

ESM 11.1. Number of

NPM 11: Percent of

Percent of CSHCN




SMART Objectives

Strategies

Evidence based or
Informed Strategy
Measures

Performance
Measures
(National and State)

National Outcome
Measures

Domain: CSHCN Health
Priority 5: Increase access to CCS-paneled providers such that each child has timely access to a qualified provider of medically
necessary care.

99% of county
CCS programs will
report on use of

telehealth 2.

services.

Medi-Cal to track use of telehealth
services for CCS clients.

Establish CCS telehealth workgroup
with stakeholders including families,
to build upon previous work
assisting DHCS in telehealth
implementation.

With workgroup, assess current
challenges and opportunities to
expand use of telehealth for
CSHCN.

Conduct survey of CCS families and
providers to assess perceived
access to medically necessary care.

county CCS programs
with family members
providing input into
CCS medical home
policies.

children with and
without special health
care needs having a
medical home

receiving care in a well-
functioning system

Percent of children in
excellent or very good
health

Percent of children ages
19 through 35 months, who
have received the
4:3:1:3(4):3:1 :4 combined
series of routine
vaccinations

Percent of children, ages 6
months through 17 years,
who are vaccinated
annually against seasonal
influenza

Percent of adolescents,
ages 13 through 17, who
have received at least one
dose of the HPV vaccine

Percent of adolescents,
ages 13 through 17, who
have received at least one
dose of the Tdap vaccine

Percent of adolescents,
ages 13 through 17, who
have received at least one
dose of the meningococcal
conjugate vaccine




Evidence based or Performance National Outcome
SMART Objectives Strategies Informed Strategy Measures M

: easures
Measures (National and State)

Domain: Adolescent Health

Priority 6: Increase conditions in adolescents that lead to improved adolescent health.

1. By June 30, 2020, | 1. Develop policies and procedures for | ESM 9.1: Percent of NPM #9: Percent of Adolescent mortality, ages
promote AFLP grantees to incorporate the Adolescents who adolescents, ages 10 through 19 per 100,000
development of Positive Youth Development complete the AFLP 12 -17 years, which are
healthy coping (PYD)/Resiliency framework into PYD evidence- bullied or bully others. Adolescent suicide, ages
skills as indicated programs that serve adolescents. informed program 15 through 19, per
by a 10% model 100,000
decrease in the 2. Train state and local staff on the
percent of youth principles of PYD, resiliency and
(11th graders) healthy coping skills for adolescents
who report

experiencing
bullying for any
reason from
27.6% in 2013 to

24.8%.

2. By June 30, 2020, | 1. Target all MCAH adolescent sexual SPM 2: Percent of births | Severe maternal morbidity
decrease the health programs to high need and/or among adolescents, per 10,000 delivery
adolescent birth historically underserved populations ages 15-17years. hospitalizations
rate from 23.2 per to reduce disparities.

1000 females, 15- Maternal mortality rate per
19 years of age 2. Implement evidence-based or 100,000 live births

(2013 BSMF), to evidence-informed interventions in

19.8 per 1000. all MCAH funded adolescent sexual Low birth weight rate (%)

health programs aimed at educating
adolescents on preventing . Very low birth weight rate
pregnancy and sexually transmitted (%)

infections (STIs) including HIV.

Moderately low birth weight

3. Educate adolescents in all MCAH-
rate (%)

funded adolescent health programs
regarding the use of long-acting
reversible contraceptives (LARCSs),

condoms and other birth control )
methods. Early preterm birth rate (%)

Preterm birth rate (%)

4. Provide adolescents participating in




Evidence based or Performance National Outcome
SMART Objectives Strategies Informed Strategy Measures M

: easures
Measures (National and State)

Domain: Adolescent Health

Priority 6: Increase conditions in adolescents that lead to improved adolescent health.

MCAH- funded adolescent sexual Late preterm birth rate (%)
health programs information on
and/or linkages to reproductive Early term birth rate (%)

health services that are affordable,
accessible, confidential, and youth-

Infant talit 1
friendly. nfant mortality per 1,000

live births

5. Identify gaps in the availability of
youth-friendly reproductive health
services on an ongoing basis to
inform local program strategy and
statewide collaboration.

Perinatal mortality per
1,000 live births plus fetal
deaths

Neonatal mortality per

6. Develop and implement youth- 1,000 live births
informed programs to empower
parents and caregivers with skills Post neonatal mortality rate
and knowledge to strengthen per 1,000 live births
effective communication with
adolescents regarding sexual health. Preterm-related mortality

per 100,000 live births

Evidence based or Performance National Outcome
SMART Objectives Strategies Informed Strategy Measures Measures
Measures (National and State)

Domain: Cross-cutting/ Life course

Priority 7. Increase access and utilization of health and social services

1. By June 30, 2020, | 1. Collaborate with LHJs to provide ESM 15.1: NPM 15. Percent of Percent of children in
decrease the rate appropriate client outreach materials | No. of individuals in children O through 17 excellent or very good
of Medi-Cal and resources to promote Medi- MCAH Programs that years who are health
eligible children Cal/Denti-Cal enrollment for eligible | were referred to Medi- | adequately insured
who are uninsured families and establish a baseline Cal, Covered California Percent of children without
from 36.5% number of families/clients to be or other health health insurance
(2011/12 CHIS) to assisted. insurance.
34.7.

2. Develop an oversight protocol for




SMART Objectives

Strategies

Evidence based or
Informed Strategy

Performance
Measures

National Outcome
Measures

Measures (National and State)
Domain: Cross-cutting/ Life course
Priority 7. Increase access and utilization of health and social services
MCAH LHJs to ensure all persons
referred for insurance enrollment
complete an appointment.
2. By June 30, 2020, Under the guidance of the CDPH ESM 15.1: NPM 15. Percent of Percent of children in

increase the rate
of children ages
1-17 years who
received a dental
visit in the last
year from 75.3
percent (2011/12
CHIS)to 79.1
percent

Oral Health Director, MCAH and
Chronic Disease and Injury Control
Division will collaborate to develop
the State's oral health plan to
identify priorities, goals, objectives
and key strategies.

LHJ staff informs all eligible and
enrolled clients of currently available
dental benefits offered by Medi-Cal,
promote the dental home and Medi-
Cal warm transfer service through 1-
800 customer service phone number
or other referral services.

Under the guidance of the CDPH
Oral Health Director, MCAH and
Chronic Disease and Injury Control
Division will collaborate to
implement the newly funded
California Children’s Dental Disease
Prevention Program.

No. of individuals in
MCAH Programs that
were referred to Medi-
Cal, Covered California
or other health
insurance.

children 0 through 17
years who are
adequately insured

excellent or very good
health

Percent of children without
health insurance

3. By June 30, 2020,
increase the rate
of children, ages 0
to 17 years, who
receive one or
more preventive
visits in the last 12
months from
80.6% (2012

Develop policies and procedures for
MCAH LHJs to increase insurance
coverage and access to preventive
services for children 0-17 years old.

Integrate preventive care concepts
for children and adolescents into
MCAH program curricula.

ESM 15.1:

No. of individuals seen
at local health
jurisdictions that were
referred to Medi-Cal,
Covered California or
other health insurance.

NPM 15. Percent of
children 0 through 17
years who are
adequately insured

Percent of children without
health insurance

Percent of children with
special health care needs
(CSHCN) receiving care in
a well-functioning system




SMART Objectives

Strategies

Evidence based or
Informed Strategy

Performance
Measures

National Outcome
Measures

program to Implement effective
ways of communicating new policies
regarding health care access and
services.

Measures (National and State)
Domain: Cross-cutting/ Life course
Priority 7. Increase access and utilization of health and social services
NSCH) to 84.6%. | 3. Participate in collaborative meetings
with DHCS to plan effective activities
to improve access to insurance
coverage and referral to ancillary
health care and public health
services such as WIC.
4. Collaborate with LHJs and MCAH
program to implement effective ways
of communicating new policies
regarding health care access and
services.
4. By June 30, 2020, | 1. Develop a policy and procedure for ESM 15.1: NPM 15. Percent of Percent of children without
increase the rate local MCAH to increase insurance No. of individuals in children 0 through 17 health insurance
of children and coverage and access to services for | MCAH Programs that years who are Percent of children with
adolescents (age uninsured and underinsured eligible | were referred to Medi- | adequately insured .
: . e special health care needs
0-17) with Pealth MCAH population. Cal, Covered California (CSHCN) receiving care in
insurance from or other health N
74.4% (2102 2. Partner with Medi-Cal to provide insurance. a well-functioning system
NSCH) to 78.2%. input on regulations that impact
enroliment and referral for women of
reproductive age and their
dependents.
3. Collaborate with LJHs and MCAH




Evidence based or Performance
SMART Objectives Strategies Informed Strategy Measures
Measures (National and State)

National Outcome
Measures

Domain: Cross-cutting/ Life course
Priority 8: Increase the proportion of children, adolescents and women of reproductive age who maintain a healthy diet and lead a
physically active lifestyle.

1. By June 30, 2020, | 1. Conduct surveillance of weight gain SPM 3. Percent of
increase the during pregnancy, including women with the
percent of women measurement of trends and appropriate weight gain
with disparities. during pregnancy.
recommended
weight gain during | 2. Promote culturally congruent best
pregnancy from practices about weight gain during
34.3% (2013 pregnancy by providing technical
BSMF) to 36.1% assistance, education and resources

to funded MCAH Programs and
partners for the promotion of
environmental change practices and
programmatic policies.

3. Promote the national Dietary
Guidelines for Americans and
Physical Activity Guidelines weight
assessments, counseling and
referrals for all women.

4. Identify or develop and disseminate
information and tools through key
partners (NEOP, WIC, CDE,
Systems of Care, EMSA) to help the
MCAH population meet the dietary
guidelines for Americans.




SMART Objectives

Strategies

Domain: Cross-cutting/ Life course
Priority 8: Increase the proportion of children, adolescents and women of reproductive age who maintain a healthy diet and lead a
physically active lifestyle.

Evidence based or
Informed Strategy
Measures

Performance
Measures
(National and State)

National Outcome
Measures

2. By June 30,2020 | 1. Promote culturally congruent best SPM 1. Percent of
reduce the practices to improve children’s women with the
proportion of WIC weight status by providing appropriate weight gain
children aged 2-4 education, resources and technical during pregnancy.
years who are assistance to funded MCAH
overweight or programs and partners for the
obese from 34.5% promotion of environmental change
(WIC PC 2012) to practices and programmatic policies.

33.5%

2. Build and sustain partnerships and
collaborations with nation, state and
local level partners to promote
interventions to address national
guidelines on weight, nutrition and
physical activity for young children.

3. By June 30, 2020, | 1. Promote culturally congruent best SPM 1. Percent of
increase the rate practices to promote national women with the
of meeting the age physical activity guidelines by appropriate weight gain
specific guidelines providing education, resources and during pregnancy.
for physical technical assistance to funded
activity from MCAH programs and partners for
30.4%, 16.2% the promotion of environmental
(2011-12 CHIS) change practices and programmatic
and 24% (2013 policies.

BRFSS) to 31.9%,
17% and 25.3% 2. Build and sustain partnerships and
for children ages collaborations with national, state
6-11, adolescents and local level partners to promote
12-17, and women physical activity within the MCAH
ages 18-24 population.
respectively.
4. By June 30, 2020, | 1. Promote culturally congruent best SPM 1. Percent of

increase the
percentage of

practices to promote folic acid intake
among women of reproductive age

women with the
appropriate weight gain




Evidence based or Performance National Outcome
SMART Objectives Strategies Informed Strategy Measures

Measures (National and State) MEEEIIES

Domain: Cross-cutting/ Life course

Priority 8: Increase the proportion of children, adolescents and women of reproductive age who maintain a healthy diet and lead a
physically active lifestyle.

women who took a among MCAH programs by during pregnancy.
vitamin containing providing education, resources and
folic acid every technical assistance.

day of the week
during the month
before pregnancy
from 34% (2012
MIHA) to 35.9%




